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An Improved Method of Intracapsular Cataract Operation. 


By NIRANJAN CHATTERJEE, . 


To establish 
basis it becomes 


cataract surgery on an_ ideal 


indispensably necessary to 
lens in its capsule so as not 


of the lentieular 


remove the entire 
to leave behind any portion 
substance inside the eye, without inflicting much 
traumatism and disturbance to the ocular tissues. 


Of all the published methods of intracapsular 
operation those devised by CoL. HENRY SMITH 
are the most practical. He has described three 
distinct methods of delivering the lens in capsule. 
The first is an upright delivery in which the 
upper edge of the lens is dislocated first in the 
wound and the lens delivered with the top edge 
The second is a version delivery of soft 
edge of the lens is 


foremost. 
cataract in which the lower 
first dislocated away from the wound and tilted 
forward to throw a somersault and the lens is 
finally delivered with the lower edge foremost. 
The third and his latest method is to deliver all 
senile cataracts hard or soft asatumbler. For a 
detailed description of those operations the 
excellent book “Cataract and its treatment’ 
written by HENRY SMITH may be _ profitably 
consulted. 


I have been doing Smith-Indian operation 
off and on fora number of years though I have 
not given his last method any thorough trial 
and I can say this much that all his oper- 
ations are undoubtedly distinct advances over 
the old method of capsulotomy ; the visual results 
are excellent, there is no subsequent annoying 
surgical interferences for after-cataract and that 
the percentage of success is no less, if not greater 
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than the old method. Onthe other hand it must 
not be understood that any of his methods is 
considered an ideal one. There are certainly 
distinct disadvantages in all of them which I now 


propose to deal with. 


Some drawbacks in Smith’s operation :— 
Now, let us begin with the part played by 
the assistant— 


(i) SMITH expects a very high degree of 


dexterity from his assistant and attributes a 
considerable portion of success or failure to the 
amount of skill with which he helps the surgeon. 
The assistant is chiefly concerned with the 


control of the lids. 
(a) While doing the iridectomy :— 
This stage of the operation is performed with 


the speculum inside ; 
culum with the one hand and lifts it gently while 


the assistant holds the spe- 
with the other hand he steadies the eye with the 
fixation 
another assistant or the surgeon himself manages 


forceps. The brow is controlled by 


it by the fingers of the hand holding the iris 
forceps ; the moment the iris is cut the speculum 
should be whipped out. If the brow control is 
neglected and the assistant is not very quick in 
handling the speculum there is some risk of the 
vitreous being squeezed out along with the lens 
in those cases where the patients are nervous 
and wince too much when the iris is caught—it 
must be remembered here that however com- 
plete the local anaesthesia may be the iris remains 
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always more or less sensitive and handling of the 
iris always causes pain be it ever so little. 


(b) During the expression of the lens :— 


The assistant now raises the upper lid off the 
globe forward and downward by the lid hook 
with the one hand, the brow being pressed back 
over the forehead with the ring and little fingers 
at the same time. This forward and downward 
pull on the upper lid undoubtedly obstructs 
the view of the field of operation to a certain 
extent but SMITH does not consider this of any 
With the face of the thumb of the 


other hand he retracts the lower lid taking good 


moment. 


care that the thumb is well away from the globe 


so as not to press over it. 


How important a part the assistant plays 
in this operation will be evident from SMITH’S 
own statement in his book on ‘Cataract and 
its Treatment’. Vhe following are a few quota- 
tions :— 

(a) “There is no operation in the whole range of surgery 
in which the assistant plays so important a part as in the 
extraction of cataract in capsule”. 

(b) “Eseape otf vitreous will be rare or frequent in that 
operation according as the assistant is competent or the 
reverse’. 

Now it will be clear from the foregoing that 
the assistant should possess no_ inconsiderable 
amount of dexterity and alertness and I consider 
ita real drawback of the operation where so 


much should depend for its success on the 


assistant. 


(ii) During dislocation & expression of the lens :— 
The emerging lens enclosed in its capsule is 
evidently much bigger than its nucleus and so in 
course of 
delivery the sheet of iris above is stripped almost 


«certain number of cases during the 


to its base and forced out of the wound result- 
ing in an enlarged coloboma. Unless carefully 


reposed the iris may remain prolapsed there 


and cause subsequent troubles. 
(iii) When the method of upright delivery is 
adopted the following complications may arise :— 
(a) Soft 
‘capsule during the process of expression. 


cataracts are likely to burst their 
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(b) Pressure with the lens hook is exerted 
below to raise the tension of the vitreous 
above behind the upper part of the sus- 
pensory ligament at the wound and there- 
by cause arupture of the zonule at that 
spot; if the pressure below is not instan- 
taneously relaxed the moment the suspen- 
sory ligament gives way there is a danger 
of the vitreous being squeezed out along 
with the lens. In the event of such an 
emergency arising, the subsequent loss of 
vitreous may be avoided by the use of the 
spatula but to accomplish this it is neces- 
sary that the surgeon should be highly 
experienced, prompt and dexterous in its 
manipulation. 
In cases of cataract of the variety which 
SMITH calls ‘‘Hypermature ab-initio” vitre- 
ous escape is almost sure and there isa 
chance of the lens being dislocated into 
the vitreous chamber; here also a very 
highly accomplished operator can manage 
it successfully. 
(iv) When the method of version delivery of 
Soft Cataract is adopted :— 

(a) Here the lens hook obtains a grip over the 
sclerocornea and is made to pull the eye 
downward towards the feet of the patient 
in the attempt to rupture the suspensory 
ligament and dislocate the lens at the 
lower edge first. Though this is a far safer 

first for soft cataracts 
yet in apretty good number of cases a 
considerable amount of pulling and tugg- 


method than the 


becomes neces- 
sary and if the downward pull is continued 


ing over the sclerocorne: 


too long even after dislocation has occur- 
red vitreous may present between the 
lens and the corneal flap though it is very 
easy to be rectified and is a rare event: 
it occurs only in very clumsy hands. 

These morgagnian cataracts are generally 
much bigger in size and volume than the 
other type and hence a larger incision is 
necessary. SMITH considers an_ incision 
of 180 degrees 2¢., half the corneal cir- 


cumference, an absolute minimum; an 
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incision of alittle more than half the less degenerated atheromatous arteries ; 
circumference is desirable to reduce the added to this, when adirect violence 
number of burst capsules ; but I think these however small is applied through the 
too large incisions though not admitted sclera to the overlying intraocular vessels, 


by SMITH, may lead to corneal starvation. the liability to haemorrhage and detach- 


ies ment becomes still further acce ated. 
It must be remembered that it is not always - further accentuated 


very easy to diagnose a soft cataract from 
ahard one. If, by mistake, this method 
of downward pressure be applied toa 


hard cataract the suspensory ligament will 
will fact in a paper written to the Indian 


Medical Gazette in 1906, attributing this 


to the method. 


SMITH himself tried this method in his 
early days but gave it up as he met 
with an undue number of cases. of 


choroidal hemorrhage and mentioned this 


rupture above first and _ vitreous 
escape ; there isa further danger of the 
lens being dislocated into the depth of unhappy occurrence 
the eye. But he now states that the occurrence 

s y of hemorrhage was a matter of pure 

(v) When the method of version delivery of accident, having nothing to do with the 


a Hard Cataract is adopted :—- : : 
1 Hard Cataract is I method and was misled into discarding 


(a) Here the main pressure that is exerted to the procedure ; hence he has now revert- 


dislocate the lens is applied entirely over od te bie former wethod of weesien 
the sclera below. The sclera has to be delivery of a hard cataract by pressure 
deformed and invaginated inwards into over the sclera below. However, it has 
the vitreous chamber; consequently the been clearly admitted that hemerehnas 
portions of the retina and choroid overly- does occur and one need not be surprised 
ing it internally also change their normal if it is all due to or accelerated by the 
position and contour; this disturbance violence of pressure over the sili inns 
of the latter structures may easily lead will appear from my foregoing arguments. 
to detachment of the choroid and retina So, I regard this pressure over the 
and intraocular haemorrhage, as already sclera below a _ distinct drawback of 
there is a predisposition to such a catastro- the operation attended with danger. 

phe happening in cataract operations . 
where the sudden reduction of the 
intraocular tension after the corneal 
section has been made may occasionally 
be followed by detachment of the 
choroid and sub-choroidal haemorrhage, 


A hard lens cannot be so easily tumbled 
as a soft one and pretty good time is 
to be devoted to the process of moulding 
specially if the lens is a big one. Here 
both the patient and the surgeon must 
: na gyi we eit exercise patience and should not lose 
the direct consequence of this diminution ’ eae” a 

: ; any control over their nerves. This is 
of intraocular pressure being a marked 


: : f : é certainly expecting a_ little too much 
dilatation of the vessels in the interior ? | a 


from both sides. 
of the eye because the blood pressure 


in the latter is no longer supported by 
the intraocular pressure but is simply 


If this method of combined pressure 
with the lens hook and the spatula is 
supported by its own vessel wall which is applied to a big swollen morgagnian 
not sufficiently strong and hence dis- cataract there is every chance of its 


tends ; this distension of the vessel wall being squeezed between the two instru- 


a = > Ss F} . . : » . rE S > 
may easily lead to rupture and intraocn- ments and rupture of the lens capsule. 


lar haemorrhage in cataract patients who Ihave pointed out above all the conceivable 
are mostly old people having more or defects of Smith-Indian Operation and now to 
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establish a safe method of cataract operation as 
an ideal and practical one J am giving below the 
essential conditions that are required to be 


fulfilled : — 


POINTS FOR IDEAL CATARACT OPERATION. 


1. Strict asepsis—the field of operation must 
be absolutely free from all pathogenic organisms 
to guard the eye against all subsequent inflam- 
matory mischief. 

2. Dexterity on the part of the assistant—no 
high degree of skill should be required of the 
assistant, justan average knowledge in helping 
in ophthalmic operations should be enough. 


3. Skilfulness of the surgeon—the operation 
must not be a complicated one and not too 
difficult. Only 


ophthalmic manipulation should be quite sufficient 


a moderate degree of skill in 


on the part of the operator. 

4. The entire lens is to be removed in capsule 
consequently without leaving behind any of the 
lens matter. 

5. ‘Traumatism to the eye—the delivery of the 
lens is to be effected with very _ little pressure 
and traumatism to the ocular structures, such 
as the cornea, sclera, uveal tract, retina and the 
vitreous, 

6. There should be no prolapse of the vitre- 
ous and no inearceration of the iris in the 
wound. 


yy 


7. The time required for the operation is to 
The operation should be completed as 
quickly as_ possible 


be short. 
without any prolonged 


manipulation. 


8. The wound should unite as quickly as 
possible and the union should be strong enough 
to prevent subsequent bursting, thus guarding 
against prolapse of the iris or vitreous and late 
infection. The healing up of the wound should 
take place evenly without bulging. There should 
be no cystoid cicatrix and no overriding of the 
edges. The normal curvature in all the meridians 
of the eye is to be maintained and hence there 
should be no astigmatism. 
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LOCAL PREPARATION. 


Of all things the local preparation of the 
field of operation is of vital importance, specially 
with regard to asepsis and antisepsis. Success 
or failure will largely depend on it; the utmost 
scrupulous attention to asepsis 
An operation may 
be performed in the most ideal manner and the 
surgeon may dance in joy but if somehow an 
infection of the wound occurs with all its 
subsequent sequelae, such as _ iritis, keratitis, 
panophthalmitis and so forth, the whole object 
of the frustrated to the great 
anguish and mortification of both the surgeon 
and the patient; On the other hand a very badly 
performed operation may yield quite a satisfactory 
result if no septic infection 


must always 
be our first consideration. 


operation is 


of the eye has 
occurred and thus earn for the doctor the 
gratitude and good will of the patients. 


The field of operation elsewhere in the body 
ean be thoroughly sterilised where the incision 
is to be made through the skin but here in 
the case of the eye a perfect sterilisation cannot 
be obtained as it is practically impossible to 
get rid of all the germs from the conjunctival 
sac owing to the fact that no chemical anti- 
septic agent of a sufficient strength to have 
any real germ-killing power can be applied to 
the eye without injuring the cornea and_ the 
conjunctiva; besides, the 
microorganisms such 


areas harbouring 
as the roots of the eye 
lashes, the transitional folds of the fornices and 
the whole of the 


extensive and 


lacrimal passages, are so 
concealed from view that it is 
too difficult to disinfect them. Inspite of all 
these it must be said that septic infection of 
the eye is fortunately not very common. 


The immediate local preparation is practically 
all done on the morning of the day of operation. 
The pupil is dilated just moderately by instill- 


ing a drop or two of 
lotion ; 


one per cent atropin 
atropinisation is not necessary 
at all save and except in those cases where we 
apprehend subsequent iritis; in the latter it 
should be done thoroughly so that the iris 
may remain fully retracted for a few days after 


heavy 
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the operation thus avoiding the necessity of 
daily instillations and disturbance of the wound 


during the after-treatment. 


The practice of applying a trial dressing on 
the previous night is not to be 
at all; it is though a good method of detecting 
any latent inflammatory condition of the con- 
junctiva yet a serious disadvantage as it fosters 


recommended 


the growth of bacteria in the occluded con- 


junctival sac and thus delays the operation. 


All the eye lashes of the upper and lower 
lids should be cut short almost flush with the 
lid margin to prevent them from 
together and to effectively cleanse the borders. 
There is a practice in some quarters to cut 
only a few of the temporal lashes of the upper 
lid. If the pair of scissors used for cutting is 
besmeared with sterile vaseline the cut lashes 
and will not enter the con- 


glueing 


will stick to it 
junctival sac. 

The skin of the patient’s face, forehead and 
lids should be thoroughly washed first with 
ethereal solution of soap and then with hydrarg 
biniodide lotion (1 in 5000). 


Next comes the question of washing the eye 
itself. A drop or two of a 4 per cent solution of 
cocaine should be previously instilled into the 
conjunctival sac for producing a slight anaes- 
thesia otherwise the patient may make a lot of 
fuss over alittle irritation produced by the 
washing lotion. It is then better that the operator 
himself undertakes the business of cleansing 
the eye immediately before the operation. He 
should run astream of hydrarg biniodide lotion 
(1 in 5000) over the eye from a height of about 
afoot. The lid margins, the outer and the inner 
canthi with the lacrimal openings and the for- 
nices are to be gently scrubbed and mopped out 
with pledgets of cotton wool soaked in the 
biniodide lotion; this should be done for above 
14 minutes. Finally, the whole of the conjunctival 
sac is irrigated out with sterilised normal saline, 
the reservoir of the irrigator being raised to 
such a height as to give a sufficient force to the 
stream and the lids being lifted off the globe 
by a retractor or a speculum. This irrigation 
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should be continued for about 14 minutes. The 
object behind all these is not to kill the germs 
by the chemical action of the antiseptic but to 
inhibit their growth and to mechanically flush out 
the conjunctiva of all the desquamated epithelial 


cells and micro-organisms. 


INSTRUMENTS REQUIRED FOR THE OPERATION. 


The Irrigation set— 

The simplest and the most convenient irriga- 
tion apparatus, as I always use, consists ofa 
glass reservoir of 1 pint capacity, such as is used 
for transfusion of saline, one anterior chamber 
irrigation nozzle, the ocular end being flattened 
from before backward and bent slightly forward 
with the tip having a slit-like aperture 2 m.m. 
wide, and one India-rubber tubing 3 ft. long one 
end being securely fastened to the glass reservoir 
and the other end tightly fitted to the nozzle. 

One lid hook to retract the upper lid is neces- 
sary to complete the set. 

This irrigatian apparatus has two very impor- 
tant functions, firstly, it is used as a douche to 
cleanse the area of operation, by normal saline, 
the nozzle 
can be used for irrigation of the anterior chamber 


remaining unattached : secondly, it 


for clearing out blood clots or lens cortex, if any. 


M. KEOWN’S Irrigator, though in general use, 
is more complicated than the one I have des- 
cribed and the latter is also simpler and easier 
to sterilise. 


2. The Speculum— 


The speculum to be good and useful for the 
purpose should satisfy some essential conditions. 
It should be without a screw-stop or if one is 
present it should be removed, because when the 
stop is screwed up the speculum cannot be 
promptly taken out of the eye in case of emer- 
gency and the patient may easily squeeze 
out vitreous on getting a firm support. The 
spring of the speculum should be not only not 
strong but rather weak ; here also a strong spring 
may behave exactly like a screw-stop in giving 
the patient a point of support to press on and 
facilitating the escape of vitreous. Deflected 
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wire ends which 2o under the lids should be long 
enough to pass almost up to the fornix and should 
be rather narrow but not wide from side to side 
so that the palpebral fissure may not be unduly 


stretched. This is quite unlike the ordinary spe- 


Diagram I. 
Author's modified Instruments 
1. Angular Fixation Forceps. 
3. Combined ‘Lens Hook’ and Iris Repositor. 
1, Flat Lid Retractor. 


2, Special Spatula, curved on the flat & at an angle 


culum in common use where the jaws are wide 
and pass slightly up under the lids and hence are 
liable to slip out (as CLARK’S speculum). SMITH’S 
speculum fulfils all the requirements mentioned 
above and should be used in every case of 


- cataract operation. 


3. Knife— 

It is used both as a puncturing and a cutting 
instrument and hence the point of the knife 
needs be very fine to perforate the coats of 
the eye easily and the blade is to be highly 
sharp to cut out smoothly in the plane of the 
limbus without jerk or extra effort. The blade 
should be narrow and not broad, gradually 
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attenuating toa point which should be on a line 
with the back of the knife. The knife should 
be stiff with a straight back and not flexible 
so as to prevent its passing between the coats 
of the eye. The point should be neither too 
stumpy nor too fine as to be fragile. An ordi- 
nary narrow GRAEFE’s knife will serve the purpose 
A knife of SMITH’S design is good 
enough but the point being too fine and slender 
if it breaks at the time of 
difficulties are 


quite well. 


is liable to break ; 
counter-puncture considerable 


produced. 


4. Fixation Forceps— 


An ordinary type of fixation forceps is 
enough. There should be no spring catch in it 
as the instantaneously 


released as soon as the corneal section is made. 


conjunctiva must be 


The forceps should have two teeth on one blade 
and three on the other to take a broad grip 
of the conjunctiva and prevent its tearing; the 
spring must not be strong, it should be so 
graduated that the fingers of the surgeon are 
not tired in griping it, that is, it should be 
neither stiff nor soft. The usual pattern fixation 
forceps has got one drawback in that it has 
to be drawn across the bridge of the nose or 
sunk below the level of the eye to avoid inter- 
ference with light; the less one has to divert 
his attention the better it is for the cataract 
Operation. With this end in view I improvised 
a fixation forceps of which the terminal end 
is at an obtuse angle with the rest of the blade, 
the end portion of each blade carries a set of 
several teeth dovetailing with the opposing set. 
The teeth instead of being sharp are a _ bit 
blunt to avoid cutting out the conjunctiva. It 
takes a commanding grasp of the conjunctiva 
and no additional movement of the fingers and 
instrument are necessary to keep out of the 


way of light. 


5. Retractor— 

For intra-capsular operation some form of 
lid retractor is essential and it must be so 
designed as to be quite efficient for the work. 
There are several types of retractors of which 
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DESMARRE’s is commonly known; it covers the 
lid margin thus lessening the chance of contamina- 
tion of instruments and exposes the operation 
area well but it suffers from a great disadvantage 
in that it occupies a considerable space in the 
upper conjunctival sac and so interferes with 
the movement of instrument and it is also 
liable to slip off the lid when 
in case of threatened vitreous escape. 
the globe becomes too flaccid with its use and 
so expression of the lens is made more difficult. 


drawn forward 


Besides, 


SMITH’s lid hook which is nothing but a long 


round squint hook with a bulbous end is an excel- 
lent instrument for the purpose of retraction of 
the lid but it has alsoa few drawbacks ; it does 
not fully expose the critical area of the operation 
in every case, it comes in the way of the surgeon 
when the lid requires to be pulled forward 
and downward anda nervous patient can exert 
a certain amount of pressure over the globe 
through the orbicularis muscle inspite of its 
use and cause prolapse of 


cases. 


vitreous in some 


To rectify the defects as mentioned above 
instrument of my own design 
which I have been using all along to my entire 


IT constructed an 


The retracting portion of this instru- 
ment instead of being round as in SMITH’s is 
flat, rounded at the extremity and bent at 
an angle of 70 degrees to the shaft; it is 3 m.m. 
broad and 12 m.m. long extending almost up to 
the fornix. The advantages are that the field of 
operation is fully exposed, no undue obstruction 
is produced in the way of the operation, much 
lesser space is occupied in the upper part of 
the eye than with DESMARRE’s and there is no 
lid slipping off the retractor ; 
lid being raised on a flat 
of on a round point as with 
orbicularis is brought under 
and so even a very restive 


satisfaction. 


chance of the 

furthermore, the 
surface instead 
SMITH’s_ the 

complete control 
patient cannot effectively squeeze the lid and 
put pressure over the globe. Thus the chance of 
escape of vitreous is well nigh eliminated ; 
besides, the eye ball does not become too flaccid 
to effect an easy delivery. 
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6. Iris Seissors— 


There is nothing special to mention about 


iris scissors. There are various kinds in the 
market and every surgeon will select one accord- 
ing to his liking. Those commonly in use are 
DE WECKER’s scissors, MAUNOIR’s angular blunt 
pointed scissors, and scissors straight or curved 
on the flat. Lalways prefer the angular variety 


with the points blunt. 


Tris Forceps— 
It should be of a delicate construction with 
tenaculum points, the end being round and 
smooth. There are two varieties in general use 
and the main difference lies in the curvature of 
the blades. The 


The one of SMITH’s design is excellent : 


curve may either be slight or 
marked. 
it is gradually curved towards the point with 
toothed end, and there are corrugations along the 
inner surfaces of the blades up to a certain dis- 
tance from the extremity ; in case of a ruptured 
capsule it obtains a good grasp over it and a large 
portion of the capsule can be effectively removed. 
For the 
forward, the forceps with an open angle, that is, 


natural position of the eye looking 


with a small curve is preferable. 


8. Combined Lens Hook and Iris Repositor — 


This instrument consists of a handle to one 
end of which is attached a hook and to the other 
is riveted an iris repositor. The hook is some- 
what like that ordinarily 
purposes but a bit shorter, and the tip is a little 
bulbous. The 
spoon, hollow in the centre with rounded margin. 
The object of my combining these two instru- 
ments ina common handle is to speedily change 
from one to the other and thus to cut short the 


used for tenotomy 


more repositor is asmall oval 


time and to avoid fishing out in the tray ata 
critical time when the lens is out. In changing 
ends care should be taken that nothing is touched 


by them. 


9. Combined Spatula and Vectis— 


It consists of a handle in the middle, to one 
end of which a spatula with a shank is fixed and 
to the Finding SMITH’s 


other end a vectis. 
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spatula inconvenient I had to modify it for better 
manipulation and steady fixation. The spatula 
spreads out almost like a spoon and is curved 
both on the flat and on the angle where it is 
continuous with the shank. It is oval in shape, 
10 m.m. long, 6 m.m. broad and at an angle 
of 135 degrees with the shank; it is finely 
smoothed out and rounded on the edges. 


Vectis is simply an oval ring with a gap inside 
attached to the handle through a shank. 


10. Cystotome and Curette— 


It is a combined instrument with a common 
handle. The cystotome is of the ordinary 
GRAEFE’s pattern and it is important to see that 
the point is really sharp. The curette portion 
should have a well rounded extremity and a 
blunt edge. 


THE OPERATION ITSELF AND ITS STAGES. 


It is customary with many surgeons to give 
a preliminary training to the patient regarding 
movement of the eye in a given direction at 
the time of operation in order to place the eye 
Giving orders to the 
patient at a critical phase of the operation is 


in a convenient position. 


not only unnecessary but is positively harmful ; 
the patient is already in a highly apprehensive 
nervous state and the more he is talked to the 
more worried and irritated he becomes and is 
should be 
taken as quietly as possible and made to under- 
stand that the 


liable to misbehave. The patient 
removal of his cataract is a 
mere trifle and a painless affair and that there 
be afraid of. The 
surgeon himself also must not get nervous and 


is absolutely nothing to 
lose his temper either with the patient or his 
assistant, as sometimes more mischief may be 
done by the angry and fretful behaviour of the 
operator himself. Itis also of great importance 
to enjoin absolute silence in the operation room. 
Sometimes the over-anxious friends and_ rela- 
tions of our private patients make confusion 
worse confounded by their frequent so-called 
well meaning instructions during the time of 


operation. 
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Now, the face and eye being prepared in 
the aseptic way and the patient being laid on 
the table and the eye fully cocanised, the 
operator stands at the head-end of the patient 


Diagram II. 


Puncture and counter-puncture through the hori- 
zontal diameter of the cornea. 

Sclerocorneai incision. 

Line of pressure with the spatula. 


Point of pressure with the lens hook. 


and proceeds to insert the speculum. If the 
right eye is to be operated on, the speculum 
is grasped by the fingers of the right hand in 
such a way that the ball of the thumb will lie 
over the upper arm, the tip of the fore-finger 
below the lower arm and the flexed terminal 
phalanx of the middle finger will underlie the 
hinge nut of the speculum. The speculum is 
then nearly closed by approximating the thumb 
and fore-finger, the deflected end of the upper 
arm is now inserted fully under the middle of 
the upper lid. To facilitate this act the patient 
is asked to look down while the operator 
retracts the upper lid by means of the tips of 
the fore and middle fingers of his left hand. 
The left hand is now shifted and retracts the 
lower lid with the tip of left thumb, the deflected 
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end of the lower arm of the speculum is now 
easily engaged behind the middle of the lower 
lid. The spring of the speculum is now fully 
released by taking off the fingers and the 
palpebral fissure is thus made wide open. 


If the left eye is to be operated on the 
procedure is the same throughout except that 
the use of the hands are reversed, that is, the 
right hand is changed for the left and the left 
for the right. After the speculum is inserted 
care should be taken to see that the skin of 
the lid margin is not turned in and _ doubled 
so as to be unduly pressed by the speculum ; 
if it happens the speculum should be _ slightly 
closed and the lid margin stroked to its proper 
position, otherwise the patient will feel un- 


comfortable and be liable to squeeze. 


CORNEAL SECTION. 


If the right eye is to be operated on, the 
surgeon holds the knife with the right hand and 
the fixation forceps with the left; in case of the 
left, the holding of the instruments is reversed, 
the left catching the knife and the right the 
forceps. If the surgeon is not ambidextrous he 
will take his stand at the patient’s left side facing 
him, hold the knife in his right hand and cut 


upward away from himself in the case of the left 
eye and he will then move back to the patient's 
head for the remainder of the operation. 


The conjunctiva with some sub-conjunctival 
tissue is next grasped as near the corneoscleral 
margin as possible at a point exactly below the 
lower extremity of the vertical meridian of the 
cornea, the tissue here being firmer and more 
closely attached to the globe, but in the event 
of the conjunctiva being very loose the slack 
should be taken off by slightly rotating the 
forceps. The hand holds the fixation forceps 
between the thumb and the first two fingers and 
is steadied by resting the slightly flexed ring 
and little fingers over the other side of the face 
The eyeball is now gently pulled in 
the position favourable for performance of the 
section. Ifthe ordinary type of fixation forceps 
is used the hand requires to be sunk or drawn 
away to keep out of the way of light but in the 


and nose. 
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case of one of my own design any such movement 
is not necessary. 


The knife is then held and that very lightly 
in the other hand between the thumb and the 
first two fingers ; 
be near its middle and the hand should be 
steadied by resting the flexed terminal phalanx 


of the little finger against the patient's temple. 


the grasp of the handle should 


The other fingers and the thumb are flexed to a 
certain extent and the wrist slightly drawn back. 
Before making the puncture the direction of the 
edge of the knife should always be verified as 
looking upward it sometimes happens, though 
rarely, that the edge of the blade has been 
entered in a wrong direction turning downward ; 
in that event it shonld be corrected by rotating 
the knife over with its back against the iris. 
Before 
mined whether it should be corneal, sclerocor- 


making the incision it must be deter- 


neal or scleral. 

Section in the cornea : 

Here the prolapse of the iris is less liable to 
occur and soit is an advantage. Corneal tissue 
is very easily cut but a visible scar may be left 
though it is not of any concern as it always 
lies concealed under the upper lid. Apposition 
of the edges of the corneal wound is not always 
satisfactory as overriding of the margins of the 
wound is very often met with. In the case of 
delivery of a big lens if the base of the incision 
is not made wider than usual and hence more 
difficult, 
prolonged with 
capsule. The wound 


manipulation will be troublesome and 
the chance of bursting of the 
heals slowly and _ less 
soundly owing to the nutrition of the cornea 
being less active; as the union is not strong 
enough any accidental pressure in the course 
of the 
the wound 


and increasing the liability to infection. 


after treatment may easily burst open 


causing prolapse of the vitreous 


Section in the Sclerocornea : 


It leaves no visible scar behind. As the 
tissue in this position is vascular and well 
nourished the wound heals quite rapidly and 
soundly and it is more uniform and even. The 


union is sufficiently strong to prevent any 
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subsequent bursting of the wound and hence 
prolapse of the iris and vitreous cannot occur 
easily and so the chance of infection is minimised 
to a great extent. As the area of the wound 
is bigger than in the above there is afforded 
always a good room for the delivery of even 
a big lens without undue pressure and with 
much less chance of rupture of the capsule ; 
the disadvantage is that it bleeds more unless 


adrenalin is used. 


Section in the Sclera : 

Though it has got many of the advantages 
as mentioned above yet the incision in_ this 
position suffers from a great drawback in that 
the wound lies too near the filtration angle, the 
spaces of Fontanna, the canal of Schlemn and 
the ciliary zone, and these vital structures 
may easily get inflamed and obliterated by the 
inflammatory reaction during the healing pro- 
cess. Besides, a scleral wound bleeds more 
freely and profusely than any other. 

From the foregoing statements it will clearly 
appear that the best position of an incision 
for the removal of a cataract is in the sclero- 
cornea. 

Now, with the edge looking upward the point 
of the knife is placed at the temporal end of 
the horizontal diameter of the cornea in the 
limbus itself or just behind it; the knife is 
then made to puncture the coats of the eye 
with a slight elevation of the handle to prevent 
the point passing between the layers of the 
cornea and to make it appear in the anterior 


chamber:as soon as it is done the handle is 


again depressed to its original position keeping 
the knife blade quite parallel to the plane of 
The knife 


straightening 


tiie circle of the limbus all along. 
steadily on by 
without stopping, across the 


is now pushed 

out the fingers 
chamber till it reaches the point of counter- 
puncture at the nasal end of the horizontal 
diameter of the cornea; when about to make 
the counterpuncture the operator should see 
distinctly the flash from the point of the knife 
anda bit of iris tissue between the point and 


the angle of the anterior chamber, the counter- 
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puncture is then completed by thrusting the 
point of the knife exactly through the sclero- 
corneal junction. If the knife is a fine one 
and flexible the point is liable to pass on splitt- 
ing the layers of the sclera, and to avoid this 
the edge of the blade should be slightly rotated 
forward at the moment of making the counter- 
puncture. At this stage a lax conjunctiva may 
sometimes be folded over the emerging knife 
by the traction of the fixation forceps; it should 
be replaced by simply stopping any pull over 
it but even if it is cut out no harm ensues. 
Great care must be exercised not to make the 
counterpuncture too deep. The blade is now 
made to cut the tissues on the nasal side steadily 
forward and upward by driving it almost 
up to the heel on the temporal margin of the 
wound. Pricking of the side of the nose which 
may occur at this stage should be carefully 
avoided or the patient may flinch and screw 
up his eyes leading to vitreous prolapse; any 
such chance may be eliminated by slightly 
dropping the handle of the knife and raising 
the point to pass over the bridge of the patient’s 
nose. As soon as the edge of the blade reaches 
the summit of the cornea the handle of the 
knife is raised this time to cut the temporal 
side of the limbus till it joins the cut on the 
nasal side. If it is desired to take a conjunctival 
flap the knife’s edge instead of cutting out 
in the limbus at the top is turned more towards 
the globe and the section is carried on parallel 
to the surface of the globe thus taking up a 
conjunctival flap. The flap instead of being 
fashioned vertically at the top should be placed 
somewhat laterally towards the temporal side, 
as in this position it will interfere much less 
with the introduction of instruments for iridec- 
tomy and removal of a burst capsule when 
The flap should neither be too big 
or too small, a medium flap will serve its 
purpose guite well; if the conjunctiva is very 
lax the blade should cut out quickly forward 
otherwise the conjunctiva will be separated 
from tho globe over a large area producing 
a considerable hemorrhage. In considering the 


taking a 


necessary. 


advisability of conjunctival flap it 
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will be found that the flap has the advantage 
of sealing the wound quickly and _ thereby 
lessening the chance of iris prolapse and post- 
operative infection, which is undoubtedly a 
great gain. But it suffers from some minor 
disadvantages as well; it is likely to bleed 
but is obviated by the use of adrenalin, it inter- 
feres with manipulation and if displaced into 
the anterior chamber may carry infection inside 
but this can be remedied by slightly turning 
it outside over the corneal margin and cutting 


it a little laterally. 


While making the section the surgeon should 
keep in view the two planes of the eye—the 
plane of the iridic attachment and the ring of 
the limbus,—and he should drive his knife 
blade keeping it parallel to either of these 
planes and carefully avoiding its contamination 
with the margin of the upper lid. If pressure 
is made over the globe inadvertently either by 
the fixation forceps or by the knife the iris 
will come forward over the blade and be cut 
out. This need not be feared as no harm will 
result except that the coloboma will be wide 
and a bit unsightly, yet care should be taken 
that no such pressure is made during the 
section. Instead of completing the section by 
a single movement on each side some operators 


will prefer a sawing cut. There is no objection 
to this if it is gently performed. 


In the case of a very nervous patient who 
squeezes the eye badly during the operation 
the assistant should press the face of his thumb 
over the superciliary ridge and draw the brow 
along with the orbicularis steadily backward. 


Incision in cases of deeply set eyes requires 
a special mention. In case the eye ball is sunken 
in the orbit and the palpebral fissure is small the 
operator will have to drag the eyeball downward 
and outward from the orbit as far as possible 
till it is brought to a convenient position for 
section. He will now find sufficient space 
exposed at the upper part of the cornea. The 
beginning of the incision is the same as mentioned 
above but after the counterpuncture the blade 
cannot be advanced without injuring the side 
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of the nose; hence the end of the blade 
should be kept fixed at the nasal margin of the 
wound and used as a fulerum. The handle is 
now raised gradually passing over the brow 
cutting all the time the tissues on the temporal 
side advancing more and more towards the nasal 
end. A small portion will remain uncut on the 
nasal side and its section will be completed 
by lowering the handle and making the end 
of the blade cut upward to meet the former 
incision ; this will give a perfectly satisfactory 


incision. 


The incision as described above will be quite 
efficient and afford a sufficient space for the intra- 
vapsular removal of a senile lens. Individual 
surgeons will, of course, be guided by their own 
choice in the matter of making the section and 
selection of knives. HENRY SMITH uses his very 
finely pointed straight-backed knife but it requires 
too many rotations and a great deal of straining 
of attention of the operator with the added risk 


of breaking the point of the knife. 


As soon as the section has been completed the 
grasp of the fixation forceps over the conjunctiva 
must be instantenously released and the knife 
and the forceps put away. At this stage some 
collection of blood, tears and aqueous humour 
will be noticed in the coujunctival sac and it 
should be mopped out witha pledget of cotton 
wool otherwise there is the risk of this contami- 
nated fluid re-entering the anterior chamber. 
The speculum is then finally removed from the 
eye and it must be noted here that this is a depar- 
ture from the common practice of keeping it inside 
the lids for the subsequent stages as well ; SMITH 
allows the speculum to remain there till the 
iridectomy is completed. 


During all manipulations subsequent to the 


section it becomes imperatively necessary that 
the orbicularis muscle be effectively controlled. 
The success or failure of intracapsular  oper- 
ation will greatly depend on it. The upper 
lid is now lifted over a retractor of the special 
design as described before, which is now made 
over to the assistant; the assistant stands on 


the left side of the head of the patient and 
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holds the retractor in his right hand between 
the thumb and the index finger low down on 
the shank and keeps it drawn forward and 
slightly upward, the tips of the middle and ring 


Diagram No. IIT. 

This figure shows the assistant retracting the upper lid 
with the flat retractor and the lower lid with the face of the 
thumb. The Surgeon places the spatula over the upper lip of 
the wound and the lens-hook over the lower third of the cornea 
above the selerocorneal junction. 


fingers being pressed over the brow which is 
pushed upward from its bony background: he 
should keep his elbow high to afford room for the 
operator; then with the face of his left thumb 
the lower lid is depressed exposing the inferior 
conjunctival fornix but if itis found slippery a 
layer of dry cotton wool should intervene 
between the thumb and the lid. The other fingers 
of the left hand are spread out and placed below 
the same side of the lower jaw to keep the 
patient’s face steady. 

By this manceuvre the field of operation is 
fully exposed, the head is well steadied and 
the pressure of the orbicularis muscle is taken 
off the globe thereby producing a negative 
pressure to hold back the vitreous. The position 
of the assistant as described above will have 


central pupil will not be 
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to be continued till the end of the operation ; 
he should exercise gentleness in his work and 
take particular care to see that the drag on 
the tissues is not too hard and painful or the 
patient will behave badly. 


Iridectomy— 

If the pupil is fully dilated and remains so 
even after the corneal section has been made the 
without 


operation may be _ proceeded with 


iridectomy. But as such is not always the case 
and it is admitted on all hands that prolapse of 
the iris is more likely to occur without iridectomy 
a vast majority of our cases will require some 
form of iridectomy to guard against this danger. 
The excision of the iris may be large, medium 
or small; it may be basal, that is, placed near 
its ciliary attachment where a button hole is made, 
or marginal, that is, placed near the pupillary 
margin forming a colo boma. A small iridectomy 
placed at the pupillary margin to form a narrow 
coloboma will satisfy all the purposes in the 
extraction of a cataract, only that a round 
maintained as is 
possible with a basal iridectomy, but it is of no 
great importance. 


Now the operator proceeds to excise the iris in 
the following manner : 


A small pair of iris forceps preferably with 
a wide curve is held in the left hand between 
the thumb and the first two fingers pressing 
up the brow with the ring and little fingers 
to control the orbicularis, and steady the hand ; 
at the same time a pair of small angular iris 
scissors is held in the right hand with the 
thumb and middle finger passing through the 
rings and the index finger steadying the shaft ; 
the scissors are then placed in position at right 
angles to the line of incision over the wound 
with the blade slightly opened and ready to 
cut the iris as soon as it is out. The tips of 
the iris forceps with the point closed are next 
introduced in the anterior chamber by gently 
depressing the upper lip of the wound and 


passed as far as pupillary margin; the points 
are then slightly opened and a small piece of 
iris is very gently caught and brought out of 
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the wound, as soon as the iris forceps holding 
the iris reappears out of the wound the scissors 
which are already in position are at once 
closed cutting off a tiny linear piece of iris. 
Thus a small narrow coloboma is formed which 
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is all that is desired; while holding the iris 
extreme care should be taken not to pinch and 
lacerate the lens capsule it and 
thus frustrate the object of the operation. It 
is very important to mention at this stage that 


underlying 


Diagram IV. 


Upricut DELIVERY 2%. e. the lens coming out with the upper edge first. 


Fig. 1. shows the spatula in position over the upper lip 
of the wound without exerting any pressure. The lens 
hook is placed over the lower portion of the cornea and exerts 
pressure backward and upward over the lower end of the 
lens thereby dislocating the upper end of the lens into the 
wound. 

Fig. 2. The spatula exerts a backward pressure over the 
upper lip of the wound thereby rupturing the suspensory 


(Specially suitable for hard Cataracts). 
ligament and supplying the lens with an inelined plane as 
a back stop. The direction of pressure with the lens hook 
below is changed more and more towards the wound and the 
lens is partly delivered. 

Fig. 3. The backward pressure with the spatula is almost 
completely relaxed. The 
direction keeping the point against the lower end of the lens. 
The lens is almost fully delivered out of the wound. 


lens hook presses in an \ upward 
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the iris is not always rendered insensitive to 
cocaine and if caught hard the patient is liable 
ta flinch and give troubles; besides, if the 
patient is nervous and the scissors are not 
ready in position the iris may be torn away 
or a much larger piece than necessary will be 
eut out; but if the iris is held very lightly no 
such trouble will occur. Here again, the 
removal of the speculum immediately after the 
and the retraction of the lid 
by the before commencing 
iridectomy will prove a great advantage 
because even if the iris is rendered painful by 
pinching through inadvertence and the patient 
becomes troublesome and restless, he will not 
be able to squeeze and put any undue pressure 
over the globe and thus a great catastrophy 
will be averted which in the event of a speculum 
inside the eye will result, in not a few cases, 
quantity of vitreous 
care should 
ends 


corneal section 


special retractor 


in expelling out a large 
along with the lens. Extreme 
be taken to see that the 
not touch the edges 


inside 


business 
of the instruments do 
of the lids to avoid carrying infection 
the eye. 

Many an operator will like to keep the eye 
fixed with a fixation forceps by an_ assistant 
at the time of iridectomy, but it appears quite 
unnecessary in this method and seems to be 
an introduction of an additional factor of 
troubles in an unmanageable patient who may 
persist in rolling up his eye; there is no great 
difficulty in doing iridectomy in such a case 
without fixation of the globe only if the surgeon 
stands a little bit at the side and introduces 
the forceps somewhat obliquely. 

In dealing with a healthy iris there will be 
hardly any bleeding but if the iris is diseased 
free bleeding may occur and it may be 
copious: the blood should then be stroked or 
irrigated out of the anterior chamber as far as 


possible. 


The Delivery of the Lens in 

In the capsulotomy operation only a slight 
in the majority of the 
cases to extract the lens, as here the nucleus 


Yapsule— 


pressure is necessary 
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only with some cortex is removed but the 
whole of the capsule which is bound down by 
the suspensory ligament excepting a small 
anterior portion are left behind with some 
cortical remnants as well, and for subsequent 
clearness of vision the whole thing is left to 
the mercy of the absorptive power of the 
aqueous humour. Whereas, in the case of 
expression of the whole lens in capsule this 
pressure is quite inadequate. Here it must be 
borne in mind that the lens in its capsule is 
fixed in place in the patellar fossa of the vitreous 
by being attached all round in its equatorial 
region by the suspensory ligament; this liga- 
mentous attachment must first be separated 
from the capsule before the entire lens can be 
delivered right out of the wound. Further- 
more, as soon as the corneal section is made 
the intraocular tension falls to zero and it is 
still further reduced by the lids being raised 
off the globe through the retractor; there is 
now really a definite negative pressure and 
hence the intraocular contents along with the 
lens fall back instead of protruding in all normal 
cataract 
operations except in the traction method, pres- 
sures two different directions are to be 
brought to bear on the lens for its removal. 
A pressure from behind (vis a tergo) has to be 
exerted on the back of the lens to keep it 
forward by raising the tension of the vitreous 
and a second pressure is necessary to be applied 
from below directed upward to help it out of 
the wound, 


In the method of intracapsular 
delivery of asenile lens as practised by HENRY 
SMITH, the pressure is exerted below over the 
lower third of the cornea by a squint hook ; 
the point of the hook is used to rotate the lens 
and move it upward out of the wound, the 
flat and bend of it is pressed backward to 
raise the tension of vitreous in order to keep 
the lens forward and to rupture the suspensory 


cases ; therefore, in all intracapsular 


from 


upright 


ligament at the wound in dislocating it. Now, 
remaining open at the top, the lens 
and the vitreous will have a tendency to escape 


through the gap as a result of that pressure 


the eye 
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below ; if the pressure is above what is necessary 
and is a bit excessive through inadvertence or 
want of a requisite standard of skilfulness, 
the hyaloid which is the thinnest membrane in 
the human body may easily rupture resulting 
in the loss of vitreous; besides, in cases where 
the tension of the eyeball is above normal 
escape of vitreous will be quite frequent in 
many hands as few people possess the skill 
and ingenuity of SMITH himself. 


To eliminate all such chances of vitreous 
loss and to make the intracapsular delivery of 
the lens quite safe and easy, I made certain 
drastic changes in the mode of pressure which 
I now find is working to my entire satisfaction. 
Instead of relying on the whole pressure below 
that is exerted over the lower third of the 
cornea for rupturing the suspensory ligament 
above and as well as for keeping the lens for- 
ward as SMITH’S 
utilised the point of the hook alone to exert just 


enough pressure over the lower portion of the 


obtains in operation, I 


lens as only to rotate its upper edge into the 
wound; in this the tension of the vitreous if 
raised at all is only nominal and _ negligible ; 
in the case of a very lightly anchored lens this 
simple rotation may be sufficient to rupture 
the suspensory ligament. Next, I use the end 
of the spatula of my special design for raising 
the tension of the vitreous just sufficiently to 
keep the lens forward and for 


pressing it backward over the 


rupturing the 
ligament, by 
upper sclerotic flap of the wound, always keep- 
ing clear of the tilted upper edge of the lens. 


By this method the vitreous instead of protru- 
ding into the wound is supported and pressed 
backward and so there 
chance of any escape of vitreous from the wound. 


is practically the least 


The resultant forces due to the tension set up 
in the vitreous will give the lens a push from 
below and behind, and the eye remaining open 
at the top the lens will have a tendency to come 
out through there; at this stage the delivery 
of the lens will have to be facilitated by a slight 
upward pressure exerted at the lower edge of 
the lens~with the point of the hook. 
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Now, as regards the actual procedure itself, 
the operator after completing the iridectomy 
holds the combined lens hook and iris repositor 
between the thumb and the index and middle 
fingers of the right hand, in the case of the right 
eye the hand is steadied by resting the little 
finger against the patient's temple while in 
that of the left eye the shaft of the instrument 
lies accross the bridge of the nose, the little 


finger being flexed and rested over the right eye 


The special spatula is held with the left 


brow. 
hand almost in the middle of the handle between 
the thumb and the index and middle fingers. 
Here again, in case of the right eye the shaft 
of the instrument should lie across the bridge 
of the nose and the hand is steadied by placing the 
bent little finger over the left side of the cheek, 
whereas in the case of the left eye the hand is 
supported by resting the little finger on the side 
of the temple. ‘lhe steadying of the hands hold- 
ing the instruments is indispensably necessary 
as otherwise the surgeon will not be able to work 
with gentleness and delicacy and to properly 


adjust the pressure over the globe, which is 


required for safe delivery of the lens. The 
point of the lens hook is then placed over the 
lower third of the cornea and exerts a steady back- 
ward pressure over the lower end of the lens 
towards the posterior pole of the globe ; as the 
lower edge of the lens moves backward the upper 
edge is consequently rotated forward and _ is 
finally displaced into the wound by a slight addi- 
tional upward movement of the point of the 
hook. At the same time the spatula is placed 
over the upper sclerotic portion of the wound 
with its concavity looking forward ; as the edge 
of the lens is found to be dislocated into the 
wound a backward pressure is exerted over the 
sclerotic with the lower margin of the terminal 
portion of the spatula ; the spatula must be kept 
clear away from the edge of the lens taking par- 
ticular care that no portion of this instrument 
overrides the lens, at the same time keeping it 
as near the lens as possible. By this manoeu- 
vre the suspensory ligament will give way at 
the top and the lens will partly jump out upon 


the concavity of the spatula. The spatula being 
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kept steady in position and exerting just sufficient 
pressure backward in order to keep the lens 
forward, the operator now slowly and gradually 
moves the point of the hook upward towards 
the wound rotating its handle between the fingers. 
The point of the hook should be kept all along 
in the fold of the cornea beneath the lower edge 
of the lens during its upward excursion anda 
slight side to side movement with the point will 
be necessary where the ligament is a bit tough. 
When half of the lens is found to be outside the 
wound the pressure with the spatula is completely 
relaxed it being kept only in place, the pressure 
of the point of the hook alone will now be suffi- 
cient to completely deliver the lens. 


In a pretty large number of senile cataracts 
the attachment of the suspensory ligament is 
so weak that only a small amount of pressure 
with the instruments will be enough to deliver 
the lens but there are cases of cataracts which 
are very stubborn and refuse to be dislocated 
so easily and their percentage is not quite so 
small though with this method of delivery the 
stubborn cases will become fewer in number. 
After making a slight movement these lenses 
generally come to a stand-still and their subse- 
quent delivery becomes a bit difficult. There 
are several factors producing this stubbornness 
and the remedy lies in rectifying the defects 
as mentioned below :— 

Firstly, it may be due to the incision being 
too small; in this event the wound should be 
enlarged by a pair of small blunt pointed stout 
scissors or the cataract knife itself, care being 
taken to see that the iris is not entangled by 
the point of the instrument. Secondly, the 
upper edge of the lens may be caught behind 
the scleral-shelf of the wound or the spatula 
may be placed over the lens through careless- 
ness or inattention; in all such cases lift off 
the spatula a little and rotate the lens further 
till the edge shows distinctly inthe wound. The 
spatula should then be pressed over the sclera 
behind the margin of the lens. Thirdly, the 
suspensory ligament may be very tough having 
too firm ahold over the lens; here the matter 
is simplified by inserting the end of the spatula 
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through the ligament into the depth of the 
eye, a short distance behind the lens, thus 
supplying it with an inclined plane to ride out 
on, the pressure over the sclerotic being main- 
tained all along with the back of the spatula ; 
at this stage the pressure of the lens hook with 
a little side to side movement will force out 
the lens much more easily. Fourthly, there is 
another class of cases where the stubbornness is 
simulated by the tension of the vitreous being 
very low and the eye flaccid ; here the surgeon 
must raise the tension of the globe sufficiently by 
pressing the back of the spatula over the 
sclerotic segment. 


The advantages of this method of operation 
that I have just described will be evident from 
the fact that the vitreous is fully protected on 
all sides and at the same time the tension set 
up in it is utilised in driving out the lens. 
Further, the emerging lens gets an inclined 
plane in the concavity of the spatula over which 
it can easily glide out; by making the back- 
ward pressure over the upper segment at the 


. top of the corneal incision the opening in the 


area of the wound through which the lens has 
to emerge is enlarged and hence much mould- 
ing of the lens is not necessary and the delivery 
becomes easier without undue strain; the 
rupture of the suspensory ligament is effected 
differently from that in SMITH’S operation in 
which latter the vitreous tension is raised in 
the open wound to do the work, which is 
certainly a more critical phase for vitreous 
loss. 


The surgeon need ever be in a hurry, he 
should perform the operation with gentleness 
and deliberation. It is not unoften that the 
disasters in cataract surgery occur owing more 
to the nervousness and overhastiness on the 
part of the operator than to the restlessness 
of the patient himself. 


Method of Tumbling. 


By the method as described above most of 
the senile cataracts will be delivered upright 
with their upper edge foremost, but in a small 
number of cases, specially where the nucleus 
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of the lensis small or the cataract is of a soft 
variety—morgagnian or intumescent—the lens will 
be delivered asatumbler with their lower edge 
foremost. Here, the forward vitreous pressure 
causes the lower edge of the lens to press against 
the cornea and ruptures the suspensory ligament 
below ; when this happens, the point of the hook 
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is insinuated behind the lower edge of the lens 


by tucking a fold of cornea between the lens and 


the vitreous and is made to do an upward excur- 
sion with a side to side movement thus delivering 
the lens as a tumbler, that is, with the lower edge 
foremost. 

To perform this manoeuvre by design, SMITH’S 


Diagram V. 
METHD OF TUMBLING ?.e. Lens coming out with the lower edge first. (Specially suitable for soft cataracts and hard 
cataracts with a small nucleus). 


Fig. 1. shows the spatula exerting a backward pressure 
over the upper lip of the wound thereby depressing the upper 
edge and driving forward the lower edge of the lens. The 
lens hook is placed just above the sclerocorneal junction and 
below the level of the lower edge of the lens without exerting 


any pressure. 
Fig. 2. Shows the spatula above maintaining the backward 
pressure. The lens hook exerts a steady backward pressure 


below the level of the lower edge of the lens thereby rupturing 
the suspensory ligament at that spot and folding the cornea 
beneath the lens. 

Fig. 3. The pressure with the spatula above is completely 
relaxed. The pressure with the lens hook is directed upward 
completely tucking the cornea behind the lens. The lens is 
fully delivered out of the wound, remaining attached above 
by the snspensory ligament. 
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method of delivering all soft cataracts by throw- 
ing a somersault, as described before, is excellent ; 
but here as welll find a distinct advantage in 
the application of my definite backward pressure 
over the upper scleral segment as it avoids the 
necessity of dragging the eye downward and 
changing it from asphere toa pyriform shape, 
which is the custom in SMITH’S process. There 
is no necessity here to dislocate the upper edge 
of the lens into the wound first; the special 
spatula is placed over the upper scleral segment 
and partly over the wound and it is now gently 
pressed backward towards the posterior pole of 
the tension set up in the vitreous 
lower edge of the lens to come for- 


the globe: 
causes the 
against the cornea and the suspensory 
ligament is put on the stretch below; at this 
stage the point of the lens hook is dipped into 
the lower part of the cornea about 2 m.m. above 


ward 


the sclerocorneal junction and is pressed mainly 
backward and slightly downward, the suspensory 
ligament below ruptures at once and the lens is 
found to roll upward; when this happens the 
direction of the point of the hook is changed 
upward and a fold of cornea is_ insinuated 
behind the lower part of the lens which is now 
delivered as a tumbler by the upward move- 
ment of the hook as described above, and at 
the same time the pressure with the spatula over 
the wound is relaxed. When the lens is fully 
delivered it may still remain 


suspensory ligament which is unruptured above 
d z ? 


hanging by the 


it is then easily removed by drawing the conca- 
vity of the hook over the wound beneath the 
lens. If the suspensory ligament below does not 


rupture easily a side to side movement with the 


hook in addition to its backward pressure will 


facilitate the matter. 


The great advantage of delivering all soft 
cataracts as tumblers is that the number of burst 
capsules is reduced toa minimum which in the 
method of upright delivery is rather common ; 
even if it ruptures the capsule is so near the 
wound that it can easily be removed by a pair 


of iris forceps. 
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Reposition of the Iris. 


On completion of the delivery of the lens 
if the iris is found prolapsed into the wound 
even if very slightly, it should be carefully 
reposed. Contrary to what it appears it is 
after all quite a delicate procedure, though not 
a difficult one. The iris repositor, which for 
convenience is fixed to one end of the combined 
instrument, is now passed a short distance into 
the wound, placed over the base of the _ iris 
and dragged from one end of the wound to 
the other and finally the pillars of the coloboma 
are spread out if an iridectomy has already 
been done. This will release the iris from its 
adhesion to any part of the wound and prevent 
distortion of the pupil. 


The patient is then asked to close both the 
eyes gently and as the eye is found to be moving 
upward the lids are released and remain closed. 
The release of the lids should never take place 
before the eye has rolled well up towards the 
superior fornix ; otherwise, if the patient keeps 


_the lids open, squeezes or looks downward there 


is a liability of the corneal flap being caught in 
the margin of the upper lid and turned down- 
ward, thereby increasing the chances of infec- 
tion of the wound and vitreous prolapse. 


Dressings. 


Finally, wet sterilised pads of circular pieces 
of lint and cotton wool are placed over both 
the eyes and dressings are completed by a 
figure of 8 bandage. The wet dressing is far 
superior to the dry one; it accurately moulds 
itself to the contour of the globe and after 
the moisture has dried up it acts as an excellent 
splint to give uniform support to the parts. 
The patient feels very comfortable, he cannot 
easily open the lids and disturb the wound, 
the healing takes place quickly and evenly 
and the incidence of iris prolapse in undoubtedly 
greatly minimised. 


Subsequent Management. 


In.the subsequent management of the case 
the least amount of trouble should be given to 





the patient compatible with the safety of the eye. 
After operation the patient must lie on back 
for 24 hours and then he may be allowed to sit 
on bed for the rest of the days. It is commonly 
noticed that after lying prostrate on back for 
some hours a severe aching pain is complained 
of over the back of the neck and loin and that 
the night is likely to be passed over in a disturbed 
condition. In such acase the patient may be 
safely allowed to turn over a little to the unoper- 
ated side ten or twelve hours after the operation 
but not before, and he should not lie on the opera- 
ted side for at least a fortnight, 

As regards the dressing, the less it is inter- 
fered with the better for the wound. In aseptic 
general surgical operations the dressings are 


opened and that finally on the eighth or ninth 
day unless unavoidably necessary to do so ear- 
lier, but in cataract surgery a somewhat different 
condition obtains ; the conjunctival sac and the 
lacrimal passages cannot be so efficiently steri- 
lised as the skin in other aseptic surgical opera- 
tions, pathogenic microorganisms may lurk any- 


where in the extensive mucous surface of the 
eye inspite of all our efforts and. may thrive in 
the exfoliated mucus debris and pent up 
discharges under the dressings, though this 
undesirable condition is the least to happen if 
the method of conjunctival disinfection as I have 
described before be scrupulously adopted. 
Therefore, the dressing should be opened once 
on the third or fourth and the fifth or sixth day 
and finally on the ninth or tenth day according to 
the merit of the case when the operated eye is 
completely released in all normal cases, 


If possible, both the eyes should be kept 
bandaged for the full period, the wound will 
then get perfect rest and heal up quickly and 
soundly, but if the unoperated eye is released 
earlier and moves in various directions which 
it must, there will invariably be an associated 
movement of the other eye too and _ hence the 
wound will not get all the necessary rest that 
is desired and healing may be delayed. Now, 
in practice we cannot get all we desire and 
most of our patients will not tolerate having 
their both eyes closed for days together; so 
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we find a via media by releasing the unoperated 
eye on the fifth or the sixth day or earlier on 
the third day in selected cases. The dressing 
should be done by the surgeon himself or by 
a well-trained assistant; the pad of lint and 
wool next to the skin is to be sufficiently 
moistened and removed from above downward 
thus obviating the chance of everting the upper 
lid margin; next draw down the lower lid 
by the ball of the thumb, cleanse out any plug 
of mucus found there by wet wool swab and 
smear the lid little sterile 
vaseline and finally reapply the dressings 
preferably moist. A few drops of atropin lotion 
(one per cent) should be instilled in the lower 
the least sus- 
must 


margins with a 


conjunctival fornix if there be 
picion of any threatening iritis. There 
not be any meddling with the upper lid and 
the wound unless in exceptional circumstances ; 
undue interference will only irritate the patient 
and make him squeeze and so it may result in 
bursting open the wound, causing prolapse of the 
iris or vitreous and subsequent infection. 
DIET. 

Consideration of diet in the after-treatment 
is of no less importance ; no solid food should be 
permitted for the first three days because the 
movement of the face and jaws during mastica- 
tion will cause some indirect pressure over the 
eye and prevent the wound from getting its 
necessary rest. The diet should be light and 
nutritious and of aliquid variety ; milk, barley 
water, thin arrowroot, sago, pea 
other thin gruel will serve the purpose quite well. 


soup or any 
Nothing should be given either in quantity or 
quality that may upset the stomach and cause 
indigestion ; having undergone the excitement 
of the operation the patient is certainly not in 
a fit state to digest much. Patients who are 
addicted to opium, bhang or tobacco should 
take them as usual but in reduced amount ; if 
there be any tendency to cough in smoking it 
should better be prohibited. The liquor drinkers 
should not have their alcohol for afew days 
though some operators would not object to it. 


After the third day any soft diet such as_ boiled 
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rice, vegetables, fish and dal, etc., may be freely 
pertaken of. 


MERITS AND DRAWBACKS OF THE OPERATION. 


While considering the merits of the intra- 


capsular removal of a senile lens it will be 


found that it has got many distinct advantages 
over the capsulotomy operation. 
necessity in the intracapsular method for in- 
definite waiting for maturity and the operation 
can be undertaken as soon as the patient be- 
comes unfit for occupation on account of loss 


There is no 


of vision It is adaptable to all kinds of operable 
cataracts amongst individuals above the age 
of 45, no matter whether they are immature, 
mature or hypermature, hard or soft or whether 
they are partial or complete. Iritis or subse- 
chronic iridocyclitis will become a rare 
event on account of the complete evacuation 
of the nucleus, cortex and the capsule. A mild 
degree of infection, if it accidentally occurs 
can be dealt with by these eyes without pro- 
ducing any great havoc as the tissues are not 
over-burdened by the necessity of absorbing 
An after-cataract which 


quent 


remnants of the lens. 
is too often a grievous source of anxiety to the 
patient as well as to the surgeon in the cap- 
sulotomy operation is altogether absent in this 
and hence the necessity of secondary operation 
is totally avoided. Healing occurs quite soundly 
as there is no chance of any tag of capsule 
being lodged between the lips of the wound. 
As regards the visual results it is distinctly 
better and of a very high order after the intra- 
capsular operation and this gratifying ‘result 
is achieved by one operation only; whereas in 
the capsulotomy 
become very satisfactory in a 
number of to obtain the desired 
secondary operations in 
extraction of 


method the vision does not 
pretty large 
cases and 
result the shape of 
needling or the after-cataract 
will have to be undertaken with all the atten- 
dant risks. Fortunately for the capsulotomy 
operation the majority of the patients of this 
country are illiterate and remain satisfied with 
whatever little vision they get but the matter 
becomes different when dealing with the edu- 


aaa 
cated people, many of whom are dependant 
for their livelihood upon doing work which 
requires good sight; when informed that. a 
second operation is necessary to restore them 
to a useful vision some will reluctantly submit 
to another surgical interference and some will 
recoil from it and submit themseives to their 
fate leaving matters where they are. 


Other outstanding features of the intracapsu- 
lar operation are that a lesser number of instru- 
ments are required to be introduced into the 
interior of the eye as there is no necessity here 
of lacerating the lens capsule and irrigating out 
any cortical masses and thus 
of sepsis is avoided. 


another source 
In fact, if iridectomy is 
omitted, only one instrument enters the eye i.e. 
the knife alone. Vitreous escape will become a 
rare occurrence if the method as described above 
be followed, whereas in the capsulotomy method 
prolapse of vitreous is more likely to happen 
owing to the fact that the speculum is kept all 
the while inside the lids till the delivery of the 
lens is completed thus giving an effective support 
to the lids to squeeze over the globe while the 
patient misbehaves, but if it is taken out earlier 
before removal of the lens matter and the lid 
raised on ahook the tension of the globe will 
fall very low and it will be difficult to evacuate 
all the cortex without too much stroking of the 
cornea or excessive irrigation and even then all 
the cortical masses will not be got rid of spe- 
cially in cases where the cataract is of the 
swelling type (intumescent); this sounds a bit 
paradoxical as the popular impression is that 
prolapse of vitreous is more common in the 
intracapsular than in the capsulotomy: operation. 


The only drawback of this operation is that 
whereas the capsulotomy operation is quite 
simple a higher degree of skill is necessary for 
the intracapsular method but it is never so high 
as to be difficult of acquirement. In a small 
percentage of cases specially in the soft variety 
the capsule may burst during the process of 
delivery but here one is exactly in the position 
of the capsulotomy operation requiring irriga- 
tion of the anterior chamber or removal of lens 
remnants by a pair of iris forceps. 
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The opponents of this operation may put for- 
ward the bugbear of intraocular haemorrhage as 
one of their arguments against it; but whatever 
they have heard of it and wherever seen it they 
have done so practically in cases of the capsu- 
lotomy method which is in vogue all the world 
over for over a century. Intraocular haemor- 
rhage has no relation to any particular method of 
operation. It is fortunately avery rare occur- 
rence and is acomplication that exists purely in 
the diathesis of the patient and the diseased 
condition of the eye specially its retinal and the 
choroidal vessels which have undergone athe- 
romatous degeneration as a result of some pre- 
existing disease such as glaucoma, diabetes or 
nephritis. 
POINTS OF DIFFERENCE WITH SMITH’S OPERATION. 
(1) The lid is controlled by a more effective 
instrument which itself is sufficient to prevent 
escape of vitreous; and the assistant retract- 


ing the lid maintains a fixed position from 
start to fiinish without having too much left 
to his discretion. 

(2) The speculum is removed immediately 
after the corneal section and before the iri- 
dectomy is commenced, thus avoiding troubles 


arising out of malhandling of the iris. 


(3) Owing to the backward pressure over the 
upper lip of the wound there is a greater gaping 
here and hence the same incision yields a wider 
space in this for easy delivery of the lens. 


INTESTINAL MICRO-ORGANISMS 


(4) Here the suspensory ligament is rup- 
tured and the vitreous tension is raised to keep 
the lens forward by exerting a definite back- 
ward pressure over the upper scleral segment 
with the aid of a spatula of a special design 
thus protecting the wound against vitreous loss. 

(5) In the method of tumbling a definite 
backward pressure is made over the wound to 
tilt the lower edge of the lens forward thereby 
SMITH’S of dragging the 


eliminating process 


eye downward and excessively deforming the 
sclera below. 
(6) In this 


chance of the lens being squeezed between two 


method there is never any 


instruments owing to the special construction 
of the spatula, thus lessening the number of 
burst capsules. 

(7) Prolapse of the iris during the operative 
stage in the upright delivery will become much 
less common as the base of the iris is kept 
pressed backward by the spatula and hence 
cannot be forced out into the wound by the 
emerging lens. 

(8) Traumatism over the cornea is compa- 
ratively much less in this method as only a 
small amount of pressure over it is necessary 
to deliver the lens; and hence inflammatory 
reaction and sclerosis of the cornea will become 


a rare occurrence. 


* Read at the Scientific Section of the VIIL All-India 
Medical Conference held in Caleutta, March, 1932. 


A Group of New Nonlactose Fermenting Pathogenic 


Intestinal Micro-organisms 


H. GHOSH, M. B., 
Director, Biological Laboratory, Bengal Chemical and Pharmaceutical Works, Ltd.. 


A. K. HAZRA, M. B., B.s. (Bom.). 
Bacteriologist, Bengal Chemical and Pharmaceutical Works, Ltd. 


In a paper named “Intestinal Infection in India” 
published in the Jndian Medical World in June 
1930, one of 


us showed that in many cases of 


chronic or acute intestinal catarrh pathogenic 
fermenting bacilli could be isolated 


We then placed 


nonlactose 
from the culture of the stools. 
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that group under the heading salmonella on their 
biochemical property of fermenting mannite 
with the production of gas. We could not take 
up the work of identification at that time but later 
undertook the work of classification. As a result 
we have come upon a new group of bacilli which 
is quite frequent in the stools of persons suffering 
from chronic intestinal disorder. 


Collection of the micro-organism. All these 
strains were collected from the culture of stools 
sent for examination to the Pasteur Clinical Labo- 
ratory. Whenever a nonlactose fermenting gram 
negative bacillus was isolated we began to identify 
the organism by biochemical, morphological and 
collected only those 

typhoid, para- 
Biochemically we 


agglutination test. We 
strains which might fall in the 
typhoid and salmonella group. 

have found that these micro-organisms fall under 
two distinct groups viz. (1) Saccharose fermen- 
ters and (2) Non-saccharose fermenters. While 
there has been extensive literature on the non- 
saeccharose fermenters—there is very little work 
done on these saccharose fermenters except some 
CASTELLANI. The frequency 
stool 


observations by 
with which these groups occur in the 
and the definite pathogenecity of the micro- 
orgnisms require more than a cursory description. 
From the following protocols their biochemical 
reaction and agglutinating similarity and the 
peculiarity in morphological character may be 


observed. 


PROTOCOL I. 


Nonlaetose Fermenter 


| 
| 
| 
| 


| 
Nonsaecharose Fermenter 
Group IT. 


Saccharose Fermenter 


Group I. 


From these protocols it will be seen that all the 


micro-organisms of this group (1) give positive 
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agglutination with the high titre serum prepared 
from strain P;. All the strains except P, and 
11233 gave positive result. Another peculiarity 
of the group is that with the exception of strain 
P, all the micro-organisms are motile. Except 
strain Nos. P; and 11844 all the others of the 
group do not produce indol, while of the nonsac- 
charose fermenter group except strain No. 11519 
all give positive indol reaction. Camelionic 
change is absent in  saccharose  fermenters. 
Though in other respects it resembles bacillus 
asiaticus mobilis of CASTELLANI yet it differs 
from latter by not showing any camelionic change 
and absence of indol formation. This, there- 
fore, is a distinct group not hitherto reported by 
We propose the name bacillus 
tropica intestinalis to this group. 


any other worker. 


The nonsaccharose fermenting group is also 
worth investigation because of the fact that no 
positive agglutination reaction is obtained with 
Typhoid, Paratyphoid A and B, Morgan, Aertrick 
or B. Gaertner except strain No. 12581. Many 
of these strains resemble, however, to the descrip- 
tion of B. Carolinus or B. Para _ Asiaticus. 
From the protocols it may be observed that 
all the strains either belonging to group I or 
group JI ferment maltose which is the end pro- 
duct of salivary digestion. 

From the case note we have found that 
all the patients from whose stools we have 
isolated these non-lactose fermenters, were suffer- 
ing from intestinal fermentation and catarrh of 
the intestine in varying degree. We indicated in 
our paper referred to above that the presence 
of these nonlactose fermenters correspond with 
the presence of pus cells in the stool invariably 
and R.B. C. occasionally. In most of these 
patients occasional exacerbations of diarrhoea or 
During the period of 
exacerbation we invariably obtained larger num- 
ber of colonies of these nonlactose fermenters 
in the plate than during the 
Sometimes in urine we obtained in the plate a 


dysentery were noticed. 


chronic period. 


large crop of pure colonies of these nonlactose 
fermenters without a single colony of any other 
micro-organisms. 
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INTESTINAL MICRO-ORGANISMS 
PROTOCOL II. 


Saccharose Fermenter 


Group I. 





STRAIN. 


In Liqurp MEDIA. | In SoLIp MEDIA. 





| Glucose. | Lactose. 


Saccha- 
rose. 


Saccha- | waitose. 


= : | _— 
rose. Mannite. | Dulcite. | Glucose. | Lactose. Maltose. 








Pi 
P2 
P3 
P4 
Po 
No. 11233 
11811 II 
11844 
» 11912 


AG sl 


AG 


AG AG | AG | O | AGst AG sl | AG sl 


AG 


| 

| | | | 
| Oo | AG | AG AG | AG JAGsl! O | AGsl | 
| AG 


AG AG | © AG sl AG sl | AG sl 


AG AG AG O AG sl AG sl | AG sl 


AG AG AG AG 


AG AG AG AG AG AG 


AG AG AG AG 


AG 
AG 


AG AG 


AG AG AG AG AG 





AG AG AG AG A 





1 AGS 


AGs 
AG s 
AG 

AG 
AG 
AG 





G=Gas O=No reaction sl=Slight. 


A=<Acid 


PROTOCOL III. 
Nonsaccharose Fermenter. 
Grovp II. 





STRAIN. 


In Liguip MEDIA. IN SoLID MEDIA. 





Saccha- 


rose. 


| Geccha- 
Lactose. | Saccha 


| rose. Glucose. | Lactose. 


j | - iz 
Maltose. | Mannite. | Dulcite. 
| 


Glucose. Maltose. 








Ps 
Ps 
Px 
No. 11135 
11191 
11378 
11519 
11759 A 
11811 (1) 
11759 B 
12016 
12601 
12357 
12581 
12582 


12598 





ac | o | 
AG | Oo | 
aac | o | 

O AG 


AG AG AG 


AG AG AG 
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| oO 
| o 
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Mannite. | Dulcit 


AG 
AG 
O 
AG 
AG 
AG 
AG 
AG 
AG 
AG 
AG 
AG 
fs) 


AG 





A=Acid G=Gas s'=Slight O=No reaction. 
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PROTOCOL IV. 





AGGLUTINATION REACTION OF SACCHAROSE FERMENTING GROUP witH H. T. SERA. 





STRAINS. , | = saa ‘ 
Paratyphoid B B. Morgan |B. Aertrycke} B. Enteridis | P3 


1/200 1/500 


Typhoid | Paratyphoid A 
1/500 1/1000 ; 1/100 1/500 1/1000 1/500 71/1000 | 1/1000 1/2000 | 1/1000 1/2000 


Motility 


1/100 1/500 1/1000 | 1/80 


a ee ee la] + 
ae * 


| 
| 
} 
| 


| 
| 
} 
| 
| 


Po 


1255 





11811 
11844 
11912 
B Typhoid 
B Para A 
B Para B M. . 


B Morean M. - 


| 

| 

| 

, ee 

B Enteridis M. . | 





= Positive - = Negative + = Doubtful M = Motile. 


PROTOCOL  V. 


Other Bio-chemical Characters of Saccharose Fermenters. 


Group I. 





Lirwvus MILE Glucose free Agar NEUTRAL RED 

4iTMUS «Rh. | wri > AcE . "5°, in 
Ehrlich's. with LEAD ACETATE. 0°5% Chame- 
leonic 


STRAINS. INDOL ee : i | 
test. ] “ Change. 
24 18 72 24 | 48 72 24 48 72 
hrs. hrs. hrs. hrs. | hrs. hrs. hrs. 


A = Acid 

C = Curdling 
. Positive 
Po 


11233 


No change 
= Negative 


1181] 
slackening 
11844 Blackening 
‘ . sl, = Very 
or slight. 


P3 








+ INTESTINAL MICRO-ORGANISMS 


JULY, 1932 


PROTOCOL VI 





AGGLUTINATION REACTION OF NONSACCHAROSE FERMENTING Group with H. T. S. oF 


Typhoid. Paratyphoid A | Paratyphoid B B. Morgan B. Aertrycke, B. Enteridis Serum of P3 


STRAINS. Sete, see AY, PSR ~— 
1/1000 | 1/100 | 1/500 1/1000 | 1/100 | 1/500 | 1/1000] 1/500 | 1/1000 1/1000 1/2000 | 1/1000 1/2000 1/200 1/500 | 1/1000 


| 
| 1/100 | 1/500 | 


} 





11135 
11191 
11378 
11519 
11759 
11811 
11759 
12016 


12601 





12598 | 
B. Typhoid Stock 
Brera, A; 
>» » « Bs 


. Morgani 





. Enteridis 











+ = Positive + = Doubtful Negative M = Motile. 
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PROTOCOL VII. 
Other Bio-chemical Characters of Non-Saccharose Fermenters. 


Group IL. 





Glucose free Agar NEUTRAL RED 
05% 


| 
| : . ica 
| Litmus Milk. with LEAD ACETATE. 


Ehrlich’s. | Chame- 
STRAINS, INDOL ———- . - -- —— 

test. Change. 

' 24 48 72 48 | 72 _— 

hrs. hrs. lb hrs. | hrs. 








O O O O O 


O O O O 


A = Acid 


11135 © = Curdling 


11191 + = Positive 


11378 - = Nochange 
+ 


11519 ~ = Doubtful 


11759 = Negative 


11811 = Blackening 


| 
| 
| 
| 
| 
| 
| 
| 


sl. = Very 


11759 p - | 
Gaert | dal | * 
Ver | slight. 


12016 





12601 


























Pathogenicity test.—Organisms of either group of diet and vaccine continued fora sufficiently 
have been tested for the pathogenecity. One long period. We have obtained very satisfactory 
cubic centimetre of a 24 hours culture in broth results in many cases. About 12 to 18 doses 
kills a rabbit in 24 to 48 hours with congestion of autovaccine in increasing strength have been 
of the whole intestinal mucosa and diarrhoea. able to stop the fermentation and catarrh. , 

Response to active Immunisation.—We have 
tried a combined vaccine of the nonlactose fer- 
menters together with other micro-organism * Paper read at the Scientific Section of the VIII All-India 
found in the culture of the stool with strict regime Medical Conference held in Calcutta, March, 1932. 





Hysteria and Hypnotism 
a 
Dr. B. L. KAPUR, ™. p. (Berlin). 


The disease hysteria is very common and is 
known to even the most illiterate people. It 
comes from a Greek word hyple meaning uterus. 
According to HOCHF, it is no disease but a reac- 
tion of an ordinary type. GAUP calls it an 
abnormal reaction form of the demands of life. 
According to BONHOFFER, the transference of the 
disease manifests itself in a certain will tendency 
(thereby he explains the war-hysteria). KRETSCH- 
MER takes hysteria as such a reaction type which 
exhibits itself in disguise. MKULENKAMF called it a 
false character. We take hysteria as the func- 
tional disturbance of the psychological element 
of the body which manifests itself in something 
theatrical. 


As to the symptoms, it shows itself in manifold 
forms :— 

Nervous System—Sensory: hyperaesthesia, 
parasthesia complete or partial ; complete loss of 
temperature and touch sense, colour blindness, 
loss of perimetric field, impairment of hearing 
power, loss of affinity for flowers. Jfotor ; contra- 
ctions, paralysis, tetanic convul sions, tremor, tic 
blepharospasm. 

Respiratory System—rapid breathing, slow 
breathing, bronchial spasm. 

Circulatory System—Angio-neurosis, angina 
pectoris, even in young girls, tachycardia, extra- 
systole Raynaud. 

Alimentary System—Spasm of the oesophagus, 
vomiting, pyloric spasm, functional dilatation of 
the stomach, constipation, diarrhoea, biliousness, 
generally accompanied by vomiting during 
pregnancy. 

Kidney—Urine retention, polyuria, frequency 
of micturition, phosphatutia, glycosuria. 

Genital disturbance—Vaginismus, 
disturbance, leucorrhcea, impotence during sexual 


menstrual 


intercourse. Hyper and hypo sexualism. 


Skin—Exanthema, bullous exanthema ete. 
Heat-regulation—Rise of temperature. 


The real hysteric attack does not always show 
all the symptoms. It can be described in three 


stages :— 


1st Stage :—The 
stretch their limbs and muscles, some begin to 


patients have a desire to 


cry, others have a sensation which is in verna- 
cular called dil-ka-ghaberna, a sensation extreme- 
ly difficult to describe and 
cases there may be pain any where in the body. 


explain. In some 


2nd Stage :—The eyes may be closed or open, 
there may be convulsions even tetanic convulsions 
or violent tossing about of the arms and some 
try to run about. 

3rd Stage :—Complete unconsciousness with- 
After the fit there 
is exhaustion, some sleep, others take a glass of 


out movement of any sort. 
water, and move about. The third and the most 
dangerous andthe rare type want an immediate 
sexual intercourse, these being the most danger- 
ous types for a doctor. 

The condition has to be differentially diag- 
nosed from psychosis, psychopathy, narcolepsy 
diseases of liver, 
strychnine 


of encephalitis, stomach, 
heart, 


etc., epilepsy which comes in combined form with 


genital organs, poisoning 


hysteria. Some of the important points to 
remember are that the hysterics do injure them- 
selves, though the usual belief is to the contrary. 
There is no voluntary passage of urine and 
stool, they do not have masked faces, Babinski’s 
sign is never positive, and that pupillary reflex 
to light is always present. 


THEORY :—HOCHE has the opinion that every 
body is hysteric when certain conditions are ful- 
filled. According to CHARCOT, the hereditary 
burden plays a great role. NK RAEPLIN says that 70 
to 80% of the offspring inherit the disease. 
KRETSCHMER groups the symptoms of hysteria 
under motor, reflex and vegetative excitation 
and says that these have their origin and struc- 
and ontogenetic preform- 
is (1) extreme 


ture in the -phylo 
ed, biological mechanism that 
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movement and (2) death stillness. The former is 
characterised by the over production of aimless 
movements and the latter is the cataleptic type 
and shows no reaction to outer excitation. Both 
of them have in common with each other, “the 
reaction”. These reactions are 
animals, men in panic 
according to 


self protective 
ordinarily ‘found in 
and children. Constitutional sign 
KXRETSCHMER and KRAEPLIN lies in sexual infanti- 
lism with bodily weakness, unevenness of puberty, 
late beginning of menstruation, sexual weakness, 
lack of attraction towards men, greater inclination 
towards their parents. 'lhey are infantile hypo- 
plastic and asthenic hypoplastic types. They are 
soft, and have increased’ desire for sugges- 
tability and support. 

BRAUER and others are of the opinion that the 
disease begins at about the age of puberty but 
I think it can be detected even in children. 
Married women may develop it even at the age 
of 30 or more. Further, it is not only a disease 
Cases are found in men although much 
less commonly. InIndia the age does not play 
a great role because domestic life is different from 
that in the West. Lack of education, subservient 
life on account of the godliness of the husband, 
life in closed houses and _ streets, belief in spirits 
(jin, bhuts) and the presence of the tombs in 
the city, affect the psychological element a_ lot. 
That is why there is more hysteria in the 
uneducated than in the educated. 


of women. 


According to JASPER there are special moments 
when hysteria is caused and the cause lies ina 
trauma for instance patient gets sudden fear. 
She gets vasomotor symptoms such as cold sweats, 
pallor, syncope ete. Secondly, the psychic trauma 
causes disturbances of the internal organs, belong- 
ing to the vegetative nervous system (ALVARWZ 
and APPLETON). The organs which can get affect- 
ed are of inferior value and have not the 
capacity to find harmony between the excita- 
tion and resistance. ‘They are firstly those who 
have undergone disease but the effect has not 
passed off, secondly the organs during sickness 
for instance, the psychic rise of temperature, 
thirdly psychic trauma causes  superfunction of 
one organ and other organs remain in a state of 


oma 
sub-function. BONHOFER described the case of 
his laboratary assistant having sudden cramps 
of the masseter muscle at the time of lunch on 
getting an exciting telegram. 

Generally one organ is affected in this 
disease. An organ that is weak stands under 
the influence of an organic pathological excita- 
tion and this is too little to cause the disease. 
The physical and pathological excitations com- 
bined cause the disease (HANSEN, example of 
bronchial asthma). 


Waiting anxiously for some one or something 
causing increased heart beat, danger of life, 
asthma, gun shot deafness, skin injury, facial 
paralysis—these are the plausible effects. 

Trauma is generally forgotten. 
toms usually come later. 


The symp- 


This is illustrated by the following three 
cases :— 

Case Ist, B. D. age 16 years, regular menses, beginning 
at 25, hypersexual. A handsome youngman whistles under 
balcony four days regularly. From the seventh day the real 


hysteric attack coming at the time of whistling. 


Case 2nd, B. V. 19 years old, irregular menses beginning 
at 16 and a half, dislike for men, was followed by a young 
man from her college gate to her car for three days. After- 
wards she developed a constant attack lasting about a week 
increasing in intensity, at about three o'clock, the time 
when she used to return from the college. 

Case 3rd, S. T. 20 years old, was walking with her friend 
near her college and was forcibly embraced by a student 
whom she got rid of. After about 6 days she began to get the 
fit at the time when she embraced. 

The case 1st and 3rd improved on the psycho- 
analytical sitting and the second on hypnotism. 


The analysis according to FREUD is as follows : 
experiment—desire of being together with a man, 
(2) the word I and the ethic do not allow, there- 
fore aconflict also, no libido and hence an 
hysteric attack. 


As to the therapy it lies in the illumination of 
the cause. It can be done if a suggestive treat- 
ment is given. The object can be firstly attained 
through the psychoanalysis and secondly through 
the hypnotism. The first method lies in the ana- 
lysis of the disease by taking out references from 
the talk of the consultation room, for instance, 
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“T do not like my sister on account of her blonde 
hair.” It means she likes black hair and so on. 

In this way we can get a real trauma out. 


A few words about hypnotism :— 


It was well known to our old yogis and faquirs, 
and was first described scientifically by MESMER 
in Germany in 1821, and later others were 
able to increase and decrease the gall secretion, 
urine secretion (MARX), (WITHOWKER, HEYER), 
regulate the heart (HENSENS) and increase the 
blood pressure (KLEMPERER). 


Hypnotism is defined as an art through which 
the condition of the person changes and in which 
he gives himself to the commands of others. The 
hypnotic change follows in three stages. 


1st Stage: It is called somnolence (BRAID and 
LIEBEAULT). The whole body becomes heavy and 
gradually the eyes. The intensity of the sleep 
increases. The tone of the muscles is lost. If 
you let the raised arm loose, it falls as if a foreign 
body. The face remains impressionless or can 
have folds. No change of reflexes can be 


noticed (stage for treating headaches, neurasthe- 
nic troubles). : 


2nd Stage: The sleep is 
patients can be made to obey all your orders, for 
instance, raising of limbs, making the body rigid 
and creating the so-called hypnotic bridge. The 
patients can be further made to vomit or cry. 
Vaso-motoric changes, frequency of pulse and 
trembling may be produced. This is the best 
stage for taking the histery of a psychic patient 
who must have confidence in you. 


deeper and the 


3rd Stage: It is the somnambulistic hypnosis 
which means complete unconsciousness when 
even operation may be performed as under a 
general anesthetic. 


In the second and third stages the patients 
forget all happenings with them. The patients 
do carry out all orders during and after the sitt- 
ing, but they would not kill anybody. BLEULER 
trained his servant-maid to shoot under post- 
hypnotic effect. She threw away the revolver, 
when it was loaded. Further, thefts cannot be 
committed. 
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For hypnotising, the patient must be pre- 
pared first, as it is no tug of war. There are 
two methods, firstly the touch method, and 
secondly looking into 
unpracticable, because the ladies in India will not 


It is believed that no one is refractory 


the eyes. The latter is 


allow it. 
to hypnotism excepting lunatics and criminals. 
As to the doses they should be fractional, that is, 
weekly and bi-weekly. 

Further to the therapy of hysteria one should 
try to get the household circumstances bettered. 
Some for healthy 
life. Glandular deficiencies should be treated. 
Many doctors prescribe’ valeriana, bromides, 
asafeetida and others believe in physical the- 
rapy like CO, baths. ‘hese 
not scientific and never remove the cause, though 


instructions should be given 


prescriptions are 


the symptoms might disappear for a short time. 
We recommend psycho-analysis and hypnotism 
as the scientific treatment of hysteria.* 
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A Few Interesting Eye Cases 


By K. SEN, M.B., D. 0. M. S., F. R. C.8., Calcutta. 


A Case of Conjunctival Ulcer. 

R. B., aged 16, was admitted into Hospital 
on 14.9.31. 

He complained of watering f¥om eyes, the 
secretion being sticky, slight photophobia, gritty 
sensation for 15 days. On examination, the con- 
junctiva of his lower lid was hyperemic, an 
oval area very slightly raised, situated at the 
lower and inner part of the eyeball, away from 
the limbus—size was about 6 m.m. by 2 m.m.—at 
the centre there was an irregular grayish area, 
which stained with fluorescin. Outer side of 
bulbar conjunctiva was xerotic. There was hyper- 
wmia of conjunctiva all round the ulcer. General 
condition—good. No tonsils, adenoids, glands, 
rhinitis. No previous history of eye trouble. 
Cornea clear. No sign of congenital syphilis. No 
history of trauma. 

Wassermann Reaction — Negative 
Von Pirquet w — Negative. 
Serapings from ulcer showed some lympho- 
cytes. 
Smear — Xerosis Bacilli. 
Discussion 

Here is a case of conjunctival ulcer, affecting 

the lower and inner part of bulbar conjunctiva. 


Its size, shape, situation, history and his general 
condition negative the rare form of phlyctenule. 


Situation and Wassermann reaction negative 
Character of the ulcer, situation, Von 
tubercle. History 


Situation, character and good 


syphilis. 
Pirquet negative negatives 
traumatic ulcer. 
general condition negatives the other rare form 
of ulcers. Now, what can it be ? May one suggest 
that it was of a typical form of WIDMARK’S 
conjunctivitis? Professor WIDMARK of Stockholm 
described this form of conjunctivitis in 1910. 
In his variety the whole area of affected con- 
junctiva of lower lid stained with fluorescin and 
in the case reported by HARRISON BUTLER, the 
denuded spot was kidney shaped and measured 
12 by 4 m.m.—a huge big ulcer. The treat- 


ment, as suggested by WIDMARK was very 


effectual in this case too. Ung. H. O. F. $% was 
applied 3 times daily. The patient went out of 
the Hospital in 5 days completely cured. The 
conjunctiva was absolutely normal with no sign 
of ulceration whatever and the slight elevation 
completely disappeared. 


A Case of Conjunctivitis Petrificans (Acute calcification of 
conjunctive). 

R.B., aged 48, came to the Outdoor Department 
of the Hospital complaining of watering of eyes, 
grittiness, as if something is under his upper lids 
and dim vision. 


Conjunctiva of lower lids—Normal. 

Bulbar Coujunctivae-—-normal, no injection. 
In the conjunctivae of upper lids many 
white spots, largest being irregular and about 
2m.m. in diameter. They were more on the 
ry ° q ; . 
There was no bulging 


Majority of them were 


outer side of the lids. 
forward of conjunctivae. 
bigger than “‘lithiasis’’. 

The patient refused to have the bigger one 
removed for examination and refused to come 
into Hospital and was lost sight of. 

Discussion. 

From the size and shape they were distinct 
from so called lithiasis. They did not project. 
No shrivelling of conjunctiva, as described by 
LABER, was noted. , 

A Case of Membranous Coujunctivitis. 

A. R. R-C., aged 12, 

Hospital on 14.3.32. 


History of contusion of the eyeball with a 


was admitted into 


slap 9 days ago. Since six days eyelids were 
getting swollen. 

On examination, eyelids of R. E. are very 
swollen, a few spots of ulceration on both upper 
and lower lids and cheek. Both lids were very 
hard and so much so that they could not be separ- 
ated more than 2 or 3 millimeters. A thick gray 
membrane with irregular surface spread from 
the lid margins to the limbus—marked on the 
outer-side. Onthe inner side the conjunctivae 
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are red and swollen (chemosed). There was 
profuse turbid discharge from the eye. No 
membranes on fauces or nose. Cornea was 
clear. Pre-auricular and cervical lymph glands 


enlarged. 


Previous history—He was slapped on the eye 
by afellow student 9 days ago. 6 days ago he 
came back from school complaining of gritty 
sensation and discharge from the eye. At night, 
he got fever and pain increased considerably and 
whole of the eye got intensely swollen and red. 
For the next 3 or 4 days, he got high fever 
upto 103°—104°. Eye could not be opened. He 
was brought down to Calcutta on 13.3.32 and 
could not get into any Hospital. 


Bacteriology. Smear — No K. L. B. 14.3.32 
Culture -— K. L. B. 15.3.32 


» from throat—No K. L. B. 


Treatment, 20,000 units of A. D. Serum locally 
14th March on Conj., underneath the skin 
of the lids and intra-muscularly ; 
frequent washing of eye—hot 
compresses. Buller’s shield on 
the left eye. 
10,000 units of A. D. Serum. 


10,000 units of A. D. Serum, 
cornea slightly hazy ung. Iod. 


15th March. 
16th ,, 


et atropine. 


Membrane disappearing, cornea 
getting opaque. 

Membrane has completely disap- 
peared. ung. Iod. et atropine 
between both lids and eyeball 
twice daily to prevent adhesions 


between the eye ball and lids. 


Discussion. 
Istly. Rarity of the disease is the first point 


of interest. 


2ndly. Where did the infection come from ? 
Evidently, it was a case of primary 
diphtheria of the conjunctiva as he had 
no focus elsewhere either in fauces or 
nose. No other member of his family 
had diphtheria. 
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3rdly. Has that slap on his eye any relation 
to the attack? The attack began 
3 days after the contusion to his eye. 
The incubation period of diphtheria 
is 2-8 days. Was the boy, who had 
slapped him, carrying diphtheria bacilli 
in his hand? Possibility is there, but 
it seems far fetched. His school in 
Faridpur has been written to, enquir- 
ing whether any student there has got 
but the 


diphtheria, reply is not in 


hand. 


4thly. Presence of Diph. Bacilli in normal 

looking conjunctival sac has not been 

described. So, its possibility of being 
there already and being in a position 
to attack the conjunctiva due to its 
lowered resistance after contusion is 
remote. 

This case is stillin Hospital—Mayo Hospital, 


67/1 Strand Road. 


A Case of an Abscess Formation in the Posterior Leaves of 


the Cornea after Cataract Extractions. 

K. D., H. F., aged 55, was admitted into Hospi- 
tal for cataract extraction on 10.2.1932. Her con- 
junctival and lacrimal sacs were apparently 
healthy, so no culture of conjunctival smear was 
done. Her teeth were bad—five were extracted 
and the rest scraped, 

Her cataract was extracted on 23.2.32 afte: 
capsulotomy. A. C. was washed of all cortex, 
finally a button hole iridectomy .was performed. 
Till 27th February. ¢. ec. 4th day after operation 
everything went on well. 

On the Sth morning when bandage was opened 
to be finally discarded for Bronner’s wire eye 
guard, the eye was red, signs of irido-cyclitis, 
and a small grayish white spot, well circum- 
scribed at the centre of the cornea were seen. 
Patient was complaining of much pain during the 
period. The spot became yellowish in colour next 
day. Cornea did not stain, neither did it bulge 
forward. Usual treatment of irido-cyclitis was 
resorted to, and the exudates were becoming less 
and less, but the spot in the cornea behaved 


differently. It became more yellowish, denser and 
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bigger till it reached the size of 3m. m. in dia- 
meter. It was still fairly well circumscribed, but 
the loupe margin was slightly blurred. 


On the morning of 10th March. 2. e. 
after its 


11th day 
appearance, it was found that the 
yellowish spot had become much smaller in size, 
(almost disappeared) margins are irregular, and 
there is hypopyon. At no time during the whole 
course, did the corneal epithelium break down 
or bulge forward. At present (22nd March), hypo- 
pyon is nearly all absorbed, but the small yellow- 
ish spot is still there, but slightly bigger than it 
was on 10th March. This caused much relief 
of pain. 

When it was getting bigger, it was supposed 
that an abscess was forming in the posterior layers 
into the anterior cham- 
ber, since there was no sign of its bulging for- 
ward, but it could not be demonstrated with the 
loupe. 


of the cornea bulging 


Itis evident that an infiltration and then an 
abscess formed in the deeper layers of cornea 
and it burst into the anterior chamber. 

Result of further Investigations 
W. R.—-Negative. 
Conjunctival swab culture from affected eye 
—Friedelander’s Pneumobacillus (luxu- 
rious growth) 
—_— ” 7 . . 
Pneumococcus (very scanty growth) 
Conjunctival swab culture from other eye, 
which is apparently normal—Same as 
above. 
Von Pirquet—Negative. 
Discussion. 


There are several points of interest : 
Istly. An intraocular operation was performed 
in an eye, the conjunctival sac of which 
contained pneumococcus and pneumo- 
bacilluas—but no primary infection of 
eye or wound took place. Operation 
was performed in ignorance of the 
infection, since apparently healthy 
conjunctival sacs are not 
examined bacteriologically, to save 
work for the already heavily worked 
bacteriologist. 


looking 
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2ndly. The diagnosis of the condition. The 
diagnosis lies between three conditions 
(a) Keratitis pustuliformis profunda 
(b) Keratitis disciformis (Fuchs) (¢) 
Keratitis disciformis profunda. This 
case does not seem to fit in properly 
with any of.the first two. 


Points against its being keratitis pustuliformis 

profunda : 

(1) Simultaneous appearance with iridocyclitis. 

(2) Character of the spot sharply defined 
and more dense at the centre. 

(3) It does not seem to be an ulcer on the 
posterior part of cornea, since in that case, 
it would not have been suddenly smaller 
in size with simultaneous appearance of 
hypopyon. But there is the possibility 
of the necrosed tissue separating and 
getting into the anterier chamber and 
appearing as hypopyon, causing it to look 
smaller. This possibility does not seem to 
be tenable. 

Hypopyon in keratitis pustuliformis pro- 
funda, usually appear simultaneously with 
the white spot or a little later, but in 
this particular case it was seven days later. 


Points against keratitis disciformis ( FUCHS). 
(1) Severe symptoms. 
(2) Fluctuations in size 
(3) Affection of posterior layers of cornea 
(4) Abscess formation. 


Hence, the correct diagnosis seems to be 
keratitis disciformis profunda (as distinct from 
FUCH’S variety) which went on to abscess forma- 
tion at the posterior layers of cornea and later 


burst into the anterior chamber. 


drdly. How were the posterior layers of 
cornea affected ? The possibility of 
infection passing through the epithu- 
lium, Bowmann’s membrane and an- 
terior corneal lamellae after injury is 
very remote since in that case some 
of these, at least corneal layers would 
have broken down and abscess would 


have bulged forward, and_ ulcer 





VoL. I, No. 11 
JULY, 1932 


formation would have been expected. 
Moreover, patient was in Hospital all 
the time and there was no possibility 
of injury. Infection from the posterior 
surface of cornea is nil, since there 
was no infection of anterior chamber. 
Hence, the damage was due to a 
toxin—the same which caused the 
severe irido-cyclitis. It is known that 
toxin can pass through the _ intact 
endothelium and Descemet’s membrane. 
If the toxin affected the endothelium 
and then Descemet’s membrane causing 
their disintegration and finally reached 
and affected the posterior layers of 
cornea it would form a posterior ulcer 
(keratitis pustuliformis profunda ). 
Hence, in this particular case, toxin 
must have gone through directly or 
ina round about way, the possibility 
of which exists. From the anatomical 
consideration of the behaviour of 
Descemet’s membrane at the periphery 
of cornea there is every possibility of 
the toxins getting into the posterior 
layer of cornea from the ciliary body. 
Whichever way the toxin had gone 
through, it affected the central part 
of the cornea, when its nutrition is 
almost at its threshold. First of all an 
infiltration and Jastly an abscess formed 
which eroded through the Descemet’s 
membrane and endothelium finally 
burst into anterior chamber. 
The next point of interest is the origin of the 
toxin. No septic focus except pyorrhoea was 
found. Good care was taken as shown by 
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the extraction of no less than five teeth, other 
teeth were scraped and it was made sure 
that no pus pocket existed at the root of 
any of the other teeth. Still a severe irido- 
cyclitis could not be avoided. There exits a 
theory that when teeth are extracted in cases 
of pyorrhoea, more toxic materials are absorbed 
by the opened up capillaries in the socket. How 
much truth there is at the basis of this theory 
is not known. Whether this case illustrates the 
truth of this theory is uncertain. 


Suggestion. 


It was disc-like (disciform) keratitis in the 
posterior layers of cornea, which went on to 
abscess formation and finally burst into anterior 
chamber. The keratitis was due to toxins carried 
from the iris or ciliary body or both and the 
infection was endogenous. 

The case is still in the Hospital. Her eye has 
begun to atrophy and a strand is seen to extend 
between the side of ulcer to. exudate on iris. 
A. C. very shallow. 

In conclusion, my most sincere thanks are due 
to my chief, CoL. KIRWAN,1I.M.S., Surgeon 
Superintendent of the Mayo Hospital for his very 
kind permission to read these case notes. All 
the cases are from his wards and clinic, and were 
investigated under his guidance. My thanks are 
also due to Dr. B. B. CHATTERJI, House Surgeon 
for his keeping excellent notes and to Dr. I. N. 
CHAKRABORTY the pathologist for various 
bacteriological examinations. * 


* Paper read at the Scientific Section of the VIII All 
India Medical Conference held in Calcutta, Mareh 1952. 


Fifth Congress of the World League for Sexual Reform 
on Scientific Basis 
Brno. 20-26th September, 1932. 


The Fifth International Congress of the World 
League for Sexual Reform on Scientific Basis. will 
be held in Czechoslovakia from the 20th till the 
26th September 1932, The first four sittings of 
this congress were held in Berlin, Copenhagen, 
London and Vienna. 


Among the subjects of discussion are : 


1. Eugenics and Sexuality. 2. World 
Philosophy and Sexuality. 3. Sexual Ethno- 
logy. 4. Intersexual Investigation. 


Besides this, special treatment will be given to 
sexual questions like qualitative and quantitative 
Birth Control, Population Problems, Marriage 
Reform, Sexual Education with special considera- 
tion of Ipsation Problem, Prostitution ete. 


All men and women who are interested ina 


serious real manner for the solution of the sexual 
question on a scientific basis are entitled to take 
part in the Congress. 


The five admissible languages for the discus- 
sions in the Congress, are :—Czech, German, 
French, English, Esperanto, and any one willing 
to join is requested to send his name and con- 
tribution to the amount of 100 Ke (crowns, 
ezechoslov.) and to inform whether he wishes 
to take part in the discussions, to the under- 
mentioned address. 

All announcements, communications and 
requests are to be addressed to the Secretary, 
Ds. Jos. WEISSKOPF, Brno XII, Czechoslovakia. 
Postal Clearing account (Postcheckkonto) : 112.102, 
Brno. 








496 EDITORIAL COMMENTS 


JOURNAL 


The Indian Medical Association 











Vol. I JULY, 1932 No. 11 








Editorial Comments 


With the approach of the Legislative Assembly 
sessions in September, professional and _ public 
interest in the question of the Indian Medical 
Council Bill is growing apace, though it is not 
considered likely that, in the absence of SIR 
FAZLI-HUSSAIN, the Bill will be taken up at the 
next session. We, for our part, cannot see any 
need for undue haste and Government would be 
ill-advised in rushing through a measure that 
has aroused so much opposition all round. We 
favour its postponement at 
Dr. KAUL, one of the joint 
I. M. A. and also 
branch 


are strongly in 
the present moment. 
Hon. Secretaries of the 
Secretary of the Punjab Provincial 
and in close touch with independent medical 
opinion in the Punjab, informed us during his 
recent visit to Calcutta that the Punjab medical 
men were solidly opposed to the Bill. Its revised 
form makes no material advance on the former 
Bill. The Punjab, like others, see in it merely 
a veiled attempt to give control of the Indian 
medical services into the hands of the I. M.S. 
and bearing in mind the Simon Commission 
Report, the Round Table Conference and SIR 
SAMUEL HoOARE’S latest utterances on the I. M.S. 
and medical India, the suspicion 
cannot be regarded as unjustified. 


services in 


* * * * * 


It is gratifying to know from first hand that the 
opinion of medical men in the Punjab is so solidly 
ranked behind the Indian Medical Association’s 


representation to Government. Indeed, this repre- 
sentation, besides being ratified at the All-India 
Medical Conference held last April, has receiv- 
ed almost unanimous support throughout India 
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and when one recalls the steps taken to consult all 
authoritative medical institutions and men in the 
country the result appears to give cause for 
congratulation. We are particularly pleased to 
learn of the action taken at Ahmedabad in the 
appointment of a Propaganda Committee for 
work in Gujarat, Kathiawar and Cutch, The 
one outstanding feature that appears to us most 
gratifying is the general agreement amongst 
the independent practitioners in almost all 
provinces on the undesirability of the legislation 
proposed. 


* * * * * 


Amongst the defects of the bill, none deserves 
higher condemnation than the exclusion of the 
Licentiates from both representation and registra- 
tion. It is true the bill may not intend to inter- 
fere with the status of licentiates, but are we or 
the licentiates to be content with a dead level or 
do we not all want that their status should be 
improved ? We must, therefore, demand re- 
presentation and registration for the licentiates. 
It could never be proved that the Indian licentiate 
qualification is lower than many others that 
are recognised directly or indirectly by the 
G.M.C. We contend that their status and 
educational qualifications entitle them to the 
privileges that the bill would It is their 
just due and it would be a grave act of injustice 
to deprive licentiates of their rights. We 
believe that the Provincial Medical Councils 
have gained not a little by the inclusion of this 
deserving class of medical practitioners in their 
constitution and we fail to see what reason 
there can be for excluding them from the AIll- 
India Council and register. 


give. 


* * * # * 


In this connection, we are afraid we cannot 
see eye to eye with the Bombay Medical Journal, 
which is published under the auspices of the 
Bombay Medical Union. In its editorial of 
May 1932, it made an appeal to licentiates “to 
stand aside and be content with their registra- 
tion with Provincial Councils where they have 
their own representation, more especially so 
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now that it has been clearly stated in the 
preamble that the bill is not intended to interfere 
with their status”. The journal is led to make 
this appeal, because it is afraid that the inclusion 
of licentiates would preclude the recognition of 
Indian graduates by the G.M.C. We confess 
we cannot discover any wisdom in the appeal 
which amounts to asking the licentiates to 
commit hari kari, Surely, the whole point of 
the opposition to the Bill lies in the fact 
that it places the claims of foreign recogni- 
tion of Indian Medical degrees above the 
primary interests of medical education in the 
country. 


* * * * * 


The main reason why the medical profession 
was agreeable to the introduction of an All- 
India Medical ‘Bill was to maintain a uniform 
minimum standard of medical qualifications 
throughout India, or, in other words, to put our 
own house in order. It was not to placate any 
foreign country or the British General Medical 
Council whose recognition is really of little conse- 
quence. The General Medical Council of Great 
Britain has already withdrawn its recognition 
from the Indian Universities and the dire conse- 
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quences which were to have followed in India 


have not come about. Nor do we _ believe 
would the problem of the medical practitioners 
in India be any worse if the ban would not 
be lifted for sometime. 


the introduction of the registration alone will 


We feel strongly that 


not result in raising the minimum standard of 
qualifications to a sufficiently high level. Means 
must be found by the different provincial Govern- 
ments to carry out the improvements required. 
We do not know how the different provinces 
and the Universities will be affected in the final 
adjustments to be made with the next dose 
of reforms. The new constitution is still under 
consideration and the subjects that are to be 
transferred and those that are to remain central 
We, therefore, think that it 
will be a grave blunder to rush through the 


It would 


are still undecided. 


present medical Bill at this juncture. 
be undesirable to have to amend the Bill soon 
after enactment in view of altered constitutional 
circumstances. We would, therefore, strongly 
appeal to our representatives in the Assembly 
Government to 


to urge the postpone the 


medical bill till 


further consideration of the 
the larger constitutional issues are thrashed out 
and settled. 











Medical News and Notes 


[ Items of news and notes of general interest to the profession 


for incorporation in this 


section from the members 


of the profession will be greatly appreciated—EDITOR | 


The “Axe” in Bombay Hospital. While moving 
the adoption of the annual report for 1931, 
at the sixth annual meeting of the Governor’s 
Hospital Fund, Sir JAMSHETJEE JEEJEEBHOY, 
Chairman of the Executive Committee, said 
that it showed no progress during 1931, since 
a stalemate had faced the Committee and 
its work had come to a dead stop after the 
actual outlay of 966 lakhs from the Fund. He 
pointed out that only two hospitals projected 
by the Fund were partially functioning, while 
two others although completed over a year back, 
still remained closed owing to the financial 
stringency. In addition, the number of beds 
in the J.J. Hospital, the Cama Hospital and the 
G. ‘I’. Hospital had been reduced for the same 
reasons. SIR JAMSHETJEE JEEJEEBHOY said that 
if it was still found necessary to secure more 
retrenchment in the Government hospitals they 
felt a doubt whether it could not have been 
produced by more vigorous scrutiny — of 
expenditure instead of by the closing down of 
accommodation. ‘The Government” he said, 
“have made too drastic a retrenchment in 
its expenditure on hospitals and in doing’ so, 
have somewhat lost sight of the paramount 
importance of providing adequate medical relief 
to the poor.” 


Libraries for Hospital Patients in Madras. ‘lhe 
Council of the Madras Library Association 
recently resolved to provide libraries for patients 
in hospitals in the province and appointed a small 
Committee of six to take steps for securing books 
and journals and circulating them in hospitals. 
Before actually beginning the work the Committee 
discussed the matter with the Surgeon-General so 
that the work of the Committee may not in any 
way be in conflict with hospital rules and that it 
may have the co-operation of the hospital 
authorities. ‘lhe Surgeon-General was very sym- 
pathetic and was of opinion that this movement 
woald save many dull moments of the patient's 
life. He promised to ask the superintendents of 
the hospitals concerned to co-operate with the 
Committee and to give them all possible facilities 
to work out the scheme. 


* 


Rural Medical Relief in Madras. At a conference of 
a deputation of the subsidised medical  practi- 
tioners of the Madras Presidency with the Chief 
Minister on the 4th and 5Sth April last the 
following decisions were arrived at : 


The Minister accepted the principle that 
the Taluk Boards should invariably give prefer- 
ence toa practitioner of the same village, taluk 
or district in the matter of paying the subsidy. 
Government has already passed orders that 


they would not allow any subsidy in respect of a 
place where a qualified practitioner already existed. 


Regarding Public Health duties which the 
subsidised -practitioners were called upon to do, 
it was agreed that, in cases of fairs and festivals 
they should geta daily allowance of Rs. 5 plus 
the usual travelling alowance, if they were to 
be on duty in any place beyond 5 miles of their 
villages. With regard to inoculation duties, the 
Minister said that in addition to the travelling 
allowance, practitioners should be paid at the rate 
of 9 pies per inoculation, subject to a minimum of 
Rs. 2 and a maximum of Rs. 5aday and _ that, 
in either case, the subsidy would not be de- 
ducted for the days they were so engaged. 


It was also agreed that the Taluk 
Boards might be given the option of termina- 
ting the agreements of the subsidised practitioners 
for continued absence from duties for over three 
months atatime and that, within that time the 
old arrangement of the practitioner putting in his 
substitute might continue. 


Reduced Medical fees for Life Insurance Cases. 
Recently the Oriental and the Empire of India 
Life Insurance Companies have proposed re- 
duction in the scale of fees for medical examina- 
tion of lives on their behalf. 

The Central Branch of the Mysore Medical 
Association discussed the matter thoroughly 
and finally decided not to accept the pro- 
posed new scale of fees, on the grounds 
that “these Companies, as judged by their own 
periodical reports and daily advertisements in 
the newspapers, were making enormous profits, 
were paying increasing bonuses every year, 
giving greater dividends to share-holders and 
were extending their business in a most satis- 
factory manner. Further, there was no evidence 
to show that these Companies, even in these 
days of retrenchments, had reduced rates of 
remuneration to canvassers and Agents, nor 
had they felt the need to reduce their staff pay. 
Evidently, in the opinion of the Association, 
these Companies were out to make ° further 
profits by underpaying the Medical Profession 
to whom the Insurance Companies owe much 
of their present prosperity.” 

* tt * * * 
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U. P. Board of Indian Medicine. At a meeting 
of the Board of Indian Medicine, U. P., held 
recently at Lucknow, several important matters, 
including the question of the recognition of 
institutions receiving aid from the Board, the 
publication of the revised Ayurvedic and Unani 
courses of studies, and the registration of vaids and 
hakims in the United Provinces, were discussed. 
A Sub-Committee, consisting of eight members 
was appointed to reconsider some of the rules 
framed by the Board governing the registration 
of vaids and hakims in the province. 


* * * * * 


Rs. 50,000 for a Dispensary. In memory of his 
father, the late Dk. JAGABANDHU BOSE M.D., 
Babu NAGENDRA KUMAR BOSE, Zemindar of 
Dandirhat (24 Pergs) has established a charitable 
dispensary in his native village at Dandirhat in 
the Basirhat Sub-division. He has endowed 3$ 
per cent. G. P. notes for Rs. 50,000 and also a 
lispensary building with quarters for the medi- 
cal officer worth Rs. 8,000 and has placed it 
under Government supervision by executing a 
trust deed in favour of the Official Trustee of 
Bengal. 


Malaria in Calcutta. The Government of Bengal 
(Ministry of Public Health) has appointed the 
Director, Malaria Suvey of India, to be a member 
of the Sub-Committee appointed by the Govern- 
ment with a view to watch the position generally 
and keep in touch with all matters requiring 
the co-operation of various authorities in connec- 
tion with the question of malaria in the vicinity 
of Calcutta. 


Provincial Medical Services Association. In course of 
his Presidential address at the 12th Annual Confer- 
ence of the Indian Provincial Medical Services 
Association held recently, RAI BAHADUR U. N. Ral 
CHOWDHURY is reported to have said : 


“The good name of the Medical administration 


of the province depends to a_ great extent 
on the members of the Provincial Medical 
Service and we naturally expect the heads of 
our department to maintain and protect our 
just and legitimate rights. There have been 
inroads into our spheres of work which are con- 
sidered to be our preserves. Non-service medi- 
cal men have been requisitioned by Government 
to serve in capacities where we could legiti- 
mately claim to work and this has certainly 
affected usin service toa great degree. While 
strenuously and jealously protecting our just 
rights and claims we should not be too selfish 
to resent their access. For after all, they also 
belong to the same noble profession as we have 
the honour to do, and medical or surgical 
skill is no monopoly of the members ot the 
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Medical Services. We only claim that really 
capable and qualified men from outside the 
service should be brought in without in any 
way limiting the usefulness and_ legitimate 
claims and scopes of the service men.” 


* * * 


Medical Education in India. In declaring open the 
All-Bengal Licentiate Medical Students’ Con- 
ference, heid in Calcutta in May last, Lr. COL. 
A. D. STEWART I. M. 8. observed : 


“What we do lack terribly in India is oppor- 
tunity for real post-graduate training, especially 
in surgery and midwifery, for the School of 
Tropical Medicine caters in some respect for 
postgraduate training in medicine. I think 
that it is the necessity for this that underlies 
and prompts the desire on the part of many of 
you for greater facilities for obtaining a medical 
degree. The training for the M. B. is. still essen- 
tially under-graduate in its outlook and has 
only too many of the same defects as your own 
training. While it may add to the knowledge 
and raise the status of those who do it, I doubt 
if it gives you the real sort of education, expe- 
rience and training which those of you who 
aspire to adegree really require after having 
done your own training. I would like to see 
much better facilities and opportunities for post- 
graduate training for licentiates and M. B.'s 
not only in Calcutta but elsewhere in Bengal and 
in India. 


“Much is being said and will be said about 
the medical curriculum in India and _ especially 
about your own curriculum. The present medical 
curriculum, not only in India but elsewhere, is 
really the despair of every thinking medical 
educationist at the present time. Committees 
and councils of teachers have gone on adding 
and adding this and that; the students are 
herded from class to class like sheep, listening 
to never ending talk of dietetics, sera and vaccine, 
therapeutics, actino and radio therapeutics ete. 
The medical men, ourselves, have devised a mons- 
ter of our own creation that stifles originality 
and reasoning powers.” 


* * *& 


Soviet Russia short of Serums. Soviet Russia is in 
the verge of serum famine. The whole of Soviet 
Union depends on the Leningard State Insti- 
tute for Experimental Medicine for its serums 
and vaccines, especially against diphtheria, scarlet 
fever and tetanus, and it is stated that its 
scientific work is being paralysed by the slow 
starvation of its horses kept for the purpose 
of preparing serums, and unless supplies— of 
fodder are. improved within a short time the 
Institute must slaughter part of the horses and 
cease work. 
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The laboratories of the Institute have 150 
horses for the production of serums. The Com- 
missariat of Supplies and co-oparative societies 
pay no regard to applications of the Institute for 
fodder for the horses and the railway authorities 
refuse trucks for the purpose of convey- 
ing it. 

* * * * * 


Plan for Doctors’ Fees. Physicians, 
surgeons and patients in New York, were all 
suffering from the present hard times. The 
doctors, were unable to collect their fees, while 
ailing persons were declining medical treatment 
and postponing necessary operations through 
fears of inability to pay. The New York Medical 
Society, in their recent annual report, suggests 
the formation of a financing company to arrange 
for payments on the instalment system for 
surgical operations and medical treatment. So 
that the professional services could be purchased 
as readily as a motor car or a _ wireless set. 
Under the scheme the patients, when relieved of 
financial worry, would probably make a quicker 
recovery while doctors would be assured that their 
fees would be paid within a reasonable time, and 
perhaps on that account could reduce them. 
It is proposed to levy very small charge by 
the financing company for advancing money 
and collecting instalments as they fell due. 
The possible difficulty of collecting them if 
the patient failed to improve or died was not 


Instalment 


discussed. 
# * # * 


Assisting the Sick of Moderate Means. ‘‘Men and 
women of moderate means are the only people 
who now find real difficulty in securing for 
themselves, what every one wants in serious 


the cost of 


illness and what every member of the community 
ought. to have—the best procurable treatment 
at charges which put no excessive strain upon 
the income. To get the proper treatment in 
such cases they are often compelled to compete 
for accommodation intended for those poorer 
than themselves or to pay sums which may 
seriously embarrass and possibly cripple them 
financially.” 

“No individual in this country wishes to 
depend upon charity or throw the burden of 
solving this own problem upon the already 
overburdened hospitals but will always prefer 
to stand squarely upon his own feet and work 
out his own salvation.” 


So says the the chairman of the British Provi- 
dent Fund Association in formulating a scheme 
to assist people of moderate means to meet 
expenses of serious illness. The scheme is 
founded on the principles of co-operation and 
spreading the cost of the sickness over years 
of health. It aims at providing private paying 
beds and assistance towards medical and 
surgical fees. 


T'wo schemes are presented for this purpose— 
the “Founder's Scheme‘’ which entitles the 
subscribers on payment of £10 to a priority 
callon beds and preferential charges based on 
maintenance only. The “Sub- 
scriber’s Scheme” entitles the contributor to a 
small annual subscription to specified payments 
towards the cost of most forms of medical and 
surgical treatment. It is intended to provide 
beds in the existing voluntary hospitals or in 
self-contained private hospitals built by the 
Association with capital secured under the 
“Founder’s Scheme.” 


Case Note. 


A Case of Haemorrhagic Measles. 


By Capt. 8. K. CHAUDHURI, .B.£., B.A. M.B, Benares. 


S. D.—a Hindu girl, aged 9 years, was seen 
on May 22, 32. Her parents gave a_ history 
that her cousins had measles in the same house, 
since removed to another house, and that she 
had been a contact. Her fever was of three 
days’ duration. She had inflamed tonsils and 
her face was flushed, Koplik’s — spots 
were noticed and a diagnosis of measles 
was made. ‘Typical eruptions made their 
appearance on May 25th. On the same day she 
complained of restlessness and nausea and 
vomited blood in large quantities. he hemat- 
emesis lasted for six hours and her pulse became 
almost uncountable. Normal horse serum, 
iced and sweetened, was given by the mouth 


and ice application was made to the pit of the 
stomach. ‘The temperature which had _ risen 
to 103° was also controlled by cold applica- 
tions. By May 18th the fever subsided. The 
same morning she_ passed blood-tinged “urine 
only once. Since then her convalescence has 
been uneventful. 


An adult brother of the child’s mother who 
was treated for Kala-Azar had died of hemate- 
mesis two weeks before she was taken ill, 
Clinical evidence pointed to gastric ulcer being 
the cause of this; no X-ray examination was 
practicable to clinch the diagnosis. 





Reject the Indian Medical Council Bill 
By K. K. DADACHAN JI, 
General Secretary, The I. M. C. Bill Committee of the Bombay Medical Profession, 


Having recently come across a copy of the Indian Medical 
Council Bill, as introduced in the Indian Legislative Assem- 
bly during the last session, 1 would like to give this warning 
that the said Bill is absolutely unacceptable to the Medical 
profession, is an intolerable insult to its intelligence, and 
derogatory to its self-respect, and should be summarily 
rejected. The Medical Department of the Government of 
India, which as usual is isolated from the general medical 
opinion of the country, and which is always trying to anta- 
gonise and insult the independent medical profession, is 
at its old game again. I have often declared from the plat- 
form and in the press that every Medical Association in India 
has condemned the Bill as it stands, and has recommended 
the removal of its unacceptable and objectionable features. 
The Government of India had sent its Draft Bill together 
with a Covering Letter to all the Medical Associations of India 
as well as to leading Medical men. So far as we know, 
the replies of the great majority of the Medical Associations 
condemned certain Clauses of the Bill, and suggested certain 
alterations in the same, which were all summarised in the 
January and February issues of “Tre Bombay Medical 
Journal.” The Medical Associations took great trouble to go 
through every Clause of the Bill carefully, and gave their 
considered opinion. 


The Government Flout the considered Opinion 
of 25,000 Medical Men. 


The result of their prolonged labours has ended in smoke. 
The demi-gods of Simla have treated the weighty opinion of 
the majority of the Medical Associations representing 25,000 
medical men sith utter contempt, and instead of removing 
the condemned and objectionable features of the Bill, they 
have made it worse than even the original Bill. 


What is the sense in the Government asking for 
the opinion of all the Medical Associations in India, if 
from the first these diehards iad determined to make no 
change in the original Draft Bill except for the worse ? 
Under the circumstances. there is but one course left open 
to the self-respecting medical profession and associations, 
and that is for every one of these to hold meetings, and 
publicly condemn the Bill as introduced in the Indian 
Legislative Assembly as unacceptable to the medical profession, 
and to appeal to the Members of the Indian Legislative 
Assembly and of the Council of State to reject the Bill 
summarily when introduced in either of the Chambers 
without wasting time in referring to a Select Committee. 


What Cannot be Mended, Must be Ended. 


The Military Medical martinets of Simla are adamant, 
and determined to flout the expressed medical opinion of the 
country. Hence, there can be no compromise on the Bill with 
such obstinate opponents. Their object no doubt is to carry 
the Bill by asnap vote by misleading the Members of the 
Central Legislatures into believing that it is in the interests 
of India or of the Indian Medical profession to pass the Biil 
into an Act, as soon as possivle, which is nota fact but a 
fiction. 


If any Medical Association was ever under the impression 
that there was any chance of removing the objectionable 
features of the Bill, the Bill as introduced in the Indian 
Legislative Assembly shows that there is absolutely no such 
chance, and that there must be a fight toa finish between 
our majority and the minority of the profession constituting 
the Medical. Departments of the Central and Local Govern- 


ments, who are mostly composed of the I. M. §., and 
particularly its European Section, which, has shown abso- 
utely no sympathy whatsoever with the aspirations of 


the Indian Medical profession. We, the Independent 
Medical Profession, constitute a huge majority of 97 
whilst the whole I. M.S. constitutes but an insignificant 
minority of 3°, and so we cannot be bullied into accepting 
the dictation of the minority. 


The Additional Ohje etionable Features. 


Let us now examine the two objectionable features that 
have been added to the Bill introduced in the Indian Legis- 
lative Assembly during March last, and about which the 
whole Medical Profession was kept in ignorance uptil now. 
These features refer to (7) the Preamble, and (2) the Sub- 
Clause (b) of Clause 3 relating to the Constitution and Compo- 
sition of the Council. 


(Ll) Preamble to the Bill introduced in the Indian Leqistatire 


Asse mbly. Eveludes the 15,000 Licentiates. 


“Whereas it is expedient to establish a Medical Council 
in India, and to provide for a Register of the higher grad 
of qualified practitioners of modern scientific medicine in 
order to establish a uniform minimum standard of /ighei 
qualification in medicine for all Provinces ;° 


This new Preamble has been deliberately so worded as 
to exrelude the whole class of the 15,000 Licentiates from its 
purview, mainly in order to placate the General Medical 
Council of Great Britain with which we are at war. The 
Independent Medical profession resents such — subservience 
of the Government of India to the alien Council which has 
no legal status or locus standi anywhere outside the British 
Isles, and so none in India. 


Another object of this Preamble is no doubt to placate 
the Provincial Governments which have resisted so far the 
demand of the Licentiates to raise their standard of educa 
tion and qualification toa reasonable minimum. As T have 
explained before. if a really ¢udependent Indian Medical 
Council were constituted under the Act, as suggested by us, 
it would compel the Provincial Governments either to raise 
the existing low standard to the minimum standard prescribed 
by the Council, or else to close such Medical Schools as are 
turning out quacks with the imprimatur of training in 
Government Institutions. 


Thave also declaimed against the perpetuation of the 
policy of ‘divide and rule’,and the division of our profession 
into two classes,—one Of Touchable Graduates or Brahmins 
and the other of Untouchable Licentiates or Pariahs, as 
utterly opposed to the spirit of the age and to the basic 
wineiple and ethies of the noble profession of merey and 
nealing, and as a disgrace to the status of the Medical pro- 
fession of India, which should be ove and tindirisible, and 
which should always be free from any distinetion of caste 
and creed, and which asin every other civilised country 
must accord equal status to all duly and legally qualified 
medical practitioners, as the Licentiates already are undet 
the Provineial Medical Acts. 


Now, we shall examine the other objectionable Clause 
of the Bill, namely, 3 (d). 

(2) Clause 3 (d) of the Bill, introduced in the Indian 
Legislative Assenbly—Excludes the 10,000 graduates. 

“3 (d) One member from each Provincial Committe of 
the Council as constituted under Section 11, to be 
elected from amongst themselves by the members of 
such Committee. 

The introduction of this Clause practically amounts to 

the exclusion of any representative of the 10,000 graduates 
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of the independent Medical profession from the Council, 
which will consist wholly of Government servants or Officials 
or their satellites. The object of the Government will be 
realised from the following description of the composition 
of the Council as proposed by Government in its Bill. 
Ofticialised Council of 28, under clause 3 of the Bill, 
3. (a) The President nominated byjthe Governor-General 
in Council, @.e., 1 member, 
(6) One member fromm each Governor's Province nomi- 
nated by the Local Government, é.c., 8 members. 
(e) One member from the Medical Faculties of the 
Universities, all packed with Government servants, 
é.e., 8 members. 
(7) One member from each Provincial | Committee 
packed with Government servants,’é.¢., 8 members. 
(¢) Three members nominated by the Governor-General 
in Council, 7.e., 3 members. 
, Total of Official 
and 3=28. 


members=members 1, 8. 8, 8, 


In contrast with the official composition of the Council 
as deseribed above, the various medical associations in India 
have suggested the following amendments to Clause 3 of 


the Bill :— 


An Independent Medical Council of 43, Demanded by the 
Independent Medical Profession. 


3. (a) The President elected by the Members of the 
Council from amongst themselves. 
(>) One member trom each Provincial 


reorganised 
Medical Council. 7. ¢., 8. 


(©) One member from the Medical Faculties of Indian 
Universities, 0.8 

(/) One member from each Province elected by the 
registered Graduates of the Provinee, 7. ¢.. 8. 

NV. b—The 1. M.C. Bill Committee and the Bombay 
Medical Union have recommended the election 
of two members by the registered Graduates of each 
Province, ¢.¢., 16. 

(¢) Three members nominated by the Governor-General 
in Couneil, @ e.. 3. 

(/) One member from each Province elected by the 
registered Licentiates of the Province. 7. e.. 8. 

Total of members=8, 8. 16, 3 and 8S=43, 


The underlying principle is that of true democracy, ¢/s, 
that the number of Direct Representatives elected by the 
independent Medical profession shall always exceed the 
total number of those either nominated or otherwise elected, 
as for example by the Universities. 


Thus, in a Council of 43, there will be 24 Direct Repre- 
sentatives of the profession, and their number’ will exceed 
that of all others, ¢.¢., 19. 


The Bitter Experience of 18 Years of Fail 
of The Provincial Medical Councils. 


The Bombay Medical Union has, in its Covering Letter 
of reply to the Government regarding the Bill. (see page 19 
of The Bombay Medical Journal ot January 1932.) para 7, 
has clearly stated that :— : 


(7) The past experience of 18 years, since the creation 
of the Bombay Provincial Medical Council, and other 
Councils, has proved that the system of having a majo- 
rity of nominated members on the Council disas- 
trously hinders the progress of medical education and 
profession. The Councils have xot exercised the power 
vested in them in this behalf under the Acts of the 
Provincial Medical Councils.” 


— L 


A 
. M.A. 


The Government of India seems to be imperious to the 
teachings of long experience of 18 years of failure of the 
Provincial Medical Councils. Any sensible person or body 
of persons would have deprived such iéncompetent Provin- 
cial Councils of their power of registration or at least recon- 
stituted) the Councils, and introduced competent medical 
men elected by the whole medical profession, in place of the 
incompetent nominees of the Provincial Governments, “who 
have disastrously hindered the progress of medical educa- 
tion and profession.” On the other hand, instead of taking 
such asensible course. the Government has adopted the 
strange policy of actually; empowering these mdseradble 
failures, i. e. the Provincial Councils, the right to nominate 
one medical representative each to the Central Medical 
Council, which, in the aggregate will consist of 28 Government 
nominees, who cannot be eapected to be less incompetent than 
the nominees of the Provincial Governments with which the 
Provincial Councils are packed. Not one sensible medical 
man out of the 25,000 Medical Practitioners of India can 
hope for anything good for the progress of medical education 
coming out of the Indian Medical Council as proposed to be 
constituted in the Government of India Bill. The object of 
the Government of India is no doubt to exclude the Licentiates 
under the Preamble, and the Graduates under Clause 3 :d), 
and to pack the Central Medical Council with sebservient 
nominees, who will carry out faithfully the dictates and 
behests of the General Medical Council of England with 
which we are at war. 


The independent profession has xo confidence in_ the 
competence of the Provincial Medical Councils, as authorities 
on medical education 


As a matter of fact, we have recommended the addition 
of a New Section 27 to the Bill. “for the purpose of amend- 
ing the existing Provincial Medical Acts, and standardisa- 
tion of provisions relating to medical education and 
registration throughout British India.” (See Bombay 


Medical Journal, February, 1932, page 70). 


Non-Co-operation with the Anti-Indian Medical Council. 


If the Government persists in its deliberate course of 
antagonism to the publicly declared unanimous opinion of 
the Independent Medical Profession, then there is only 
one alternative left for the profession and that will be 
for every self-respecting medical man to decline to have 
anything to do with such an Anti-Indian Medical Council 
and no self-respecting person should enter his name on the 
Register of such a Council, and bring disgrace to the 
profession and to the country. This will be only the 
negative side of the attitude of our profession. Now let 
us take the positive side. 


The Example of America: How Medical Swaraj 


was attained. 


If the. Independent Medical profession of India be 
determined to maintain its self-respect, there is another 
course open to it, and that is to form a non-official genuine 
Indian Council on Medical Education, on the same _ basis 
as: “The Council on Medical Education and Hospitals 
of The American Medical Association.” The non-official 
American Medical Association has formed its own “Council 
on Medical Educatiou and Hospitals” without any statutary 
provision, ¢.e., without any Act of the American Legisla- 
ture, through its own power and prestige, as the mouth- 
piece of the profession. The power and prestige of the 
Council may be realised from the fact that the Council 
has been enabled to close the “C” Class or Third Class 
Medical Schools and Colleges in U. 8. A., and is on the 
way to close even “B” Class Colleges, which do not adopt 
the uniform minimum standard which it has laid down. 
If the non-official Indian medical’ profession desires to 
follow this great admirable example of the American 
Medical Association, it must organise and unite and form 
such an independent Indian Council on Medical Education, 
and Hospitals” and thus maintain a uniform minimum 
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standard for the Graduates as well as for the Licentiates, 
and also a minimum standard of equipment for the teach- 
ing as well as the non-teaching Hospitals. In these 
days of Swaraj, we can establish our own Medical Siraraj 
without the unwanted and unwarranted interference of 
stupid and humiliating legislation. such as is contemplated 
in the Bill of the Government of India. 


Reject this Double Fraud on the Indian Publie and the 


Inde pendent Profession, 


Finally. | need only repeat that it is the sacred duty 
of all medical societies in India to hold emergency meetings 
during this month, to pass two resolutions, namely, 
(1) condemning the Indian Medieal Council Bill introduced 
in the Indian Legislative Assembly, and = (2) appealing to 
the members of the Indian Legislative Assembly and the 
Council of State to reject and throw out the Bill on its 
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very introduction for the first reading as unacceptable to 
the profession, as an insult to its intelligence, as derogatory 
to its self-respect, and = as fettering the profession in 
perpetuity with the chains of slarery in place of conferring 
Medical Swaraj demanded by us, and’ finally as introducing 
grade and caste distinction where none should exist. and 
as being opposed to the interests both of the public and 
of the medical profession of India. 


Qor Demands and Suggestions, 


Our demands and suggestions for amendment of. the 
various clauses of the Bill have been published in extenso in 
the issues of The Bombay Vedical Jonrnal for January nnd 
February 1932, and the attention of all members of. the 
Central and Provincial Legislatures and other interested 
parties is respectfully drawn to the same. 


Current Medical [Literature 


Causation of Cardiac Pain. 
LAMBERT. 


Annals of Internal Medicine, Sept. 1931. 


With the degeneration of the myocardium dys- 
pnoea on exertion increases and a time ultimately 
comes when the degenerated myocardium cannot 
contract with as much vigor as is necessary to 
propel the increasing blood coming into the heart 
as a result of exertion. The muscles of the 
myocardium stretch to cope with the increased 
output per beat but cannot contract with requisite 
vigor to perform the act. An increased heart rate 
per minute may act fora short time as a substi- 
tute for increased output per beat, but a time 
comes when the lack of output per beat fails to 
stimulate the reflex to cause increased coronary 
flow, and the heart has naturally to depend for its 
coronary flow on increased blood pressure. The 
degenerated muscle cannot contract vigorously 
enough to empty out the heart or clean out its 
own coronaries. An increasing vascular conges- 
tion occurs as a result of incompetency of cardiac 
muscle and later the coronary arteries dilate 
thereby stretching the adventitia from overdis- 
tention of the diseased arteries. The stimulation 
of the afferent nerve-endings in the adventitia 
of the coronary arteries thus caused gives rise to 
pain which persists until the coronary circulation 
recovers itself through increased muscular action 
of the myocardium, or diminished inflow of blood 
into the heart. The mechanism of the causation 
of pain is different when it arises from the 
first portion of the aorta. Inflammatory condi- 
tion of the aorta or that around the vasa 
vasorum of the adventitia pressing on the 
sensory nerve-endings or any sudden demand 
for increased cardiac action will cause an 
increased stretching of the aortic adventitia and 
produce pain but this does not cause reflex 


action of the depressor nerve and_ thus 
bring about a cessation of the stretching of the 
adventitia by lowering blood Nitrites 
produce a general fall of pressure, a general 
relaxation of the vascular muscles, and the pain- 
ful stretching ceases. The action of the nitrites 
is substituted for that of the depressor nerve. 
Cardiac pain arises, it appears, in the autonomic 
system originating in the sensory nerve-endings 
of the cardio-vascular system, andin the wall of 
the adjacent aorta. In conclusion, it is pointed 
out that the pain comes on when the degenerated 
tissues of the aorta and myocardium are unable 
to respond effectively to the breakdown of the 
reflex mechanisms which is due to an abnormal 
distension of the tunica adventitia of the aorta 
and coronaries which cause the pain. S. kh. S 


pressure, 


Cardiac Therapy. 
SMITH. 


Iowa State Medical Society Journal, (June) 1931. 


Prompt elimination of foci of infection about 
the upper respiratory tract may, according to 
the author, considerably reduce the cardiac 
disease of early life. After the onset of a rheumatic 
fever, the heart is likely to be damaged, and 
the removal of foci reduces the chances of preven- 
ting a recurrence of the infection. As the most 
satisfactory means of promoting recovery from 
the disease and for affording the maximum pro- 
tection to the heart, prolonged rest, measures to 
improve general health and the later elimina- 
tion of foci of infection are important. In 
general there can be no good reason to 
suggest an extended period of rest if there is 
no cardiac damage. During the period of chronic 
valvular heart disease, the individual should 
be guarded against such repeated infect 
tions as are mainly responsible for the pro- 
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gress of the affection of the heart. The sug- 
gested line of treatment of cardiac failure is 
simple and has proved to be effective. In 
advanced forms of heart failure, absolute rest 
in bed, sleep and relaxation are essential to the 
restoration of the cardiac function. Removal of 
fluid from the peritoneal and pleural cavities, 
venesection and the administration of nitrites 
in cases where there is an associated hyper- 
tension, should be taken into account as other 
possible measures to reduce the load on the 
heart. Attention to diet is no less important. 
The value of large doses of digitalis is 
doubtful and it is suggested that the tincture 
should be prescribed in minims. In_ the 
arterio-sclerotic form of cardiac failure’ the 
theophyline preparations are considered of parti- 
cular efficacy. S.K.S. 


Healing of Tuberculous Cavities. 
FALES & BEAUDET. 
American Review of Tuberculosis, (June) 1931. 
The authors differ from those who believe 
that the tuberculous cavity is the death sentence 
of the bearer. Asa result of their investigations 


they found that a very good proportion of cavities 
healed. ‘hey are of opinion that the capacity 


of cavities to heal depended greatly on (1) the 


size of the cavity and (2) the amount of the 
pulmonary involvement. They hold that the rest 
treatment is of greater importance in the healing 
of cavities than artificial pneumothorax, — thora- 
coplasty or other surgical measures. ‘They advo- 
cate prolonged rest for at least 12 to 18 months 
in the average cavity case which is not definitely 
retrogressive, and is without elevation of temper- 
ature. If under such treatment the cavity does 
not show a tendency to heal, pneumothorax may 
be resorted to or other surgical measures adopted. 
In bilateral cavitation, the prognosis is not good. 
For best results, rest must be prolonged and 
uninterrupted. Patients with cavitation should 
have daily rest for from twenty to twenty-four 
hours. When the treatment was interrupted the 
authors’ series showed that 30 per cent of the 
cavities healed, whereas, when the hospitaliza- 
tion was continuous, the percentage of healing 
was 41. S.A, S, 


Diphtheritic Hypopiesia. 
BROCKINGTON. 
Lancet, June 27, 1931. 
BROCKINGTON states that the blood pressure 
in diphtheria begins to fall after the seventh 
day, reaches the lowest point about the twelfth 


day, and rises again to normal about the 
twentieth day. This fall is to be noticed in 


‘are the most satisfactory. 


all grades of diphtheria. The depth of the fall 
is caleulated to be directly proportional to the 
severity of the disease. In very severe cases 
the blood pressure may fall to such a degree 
that it may end fatally. In contra-distinction 
to the classic heart-failure coming early the 
cause of dealth during the first three weeks 
is traceable to this condition of lowered blood 
pressure. S. K. 8. 


Suppuration of Lung. 
J ACQUELIN. 
Bull. et. Mem. de la Soc. Med. des Hopitaux 
de Paris, May 25, 1931. 


Artificial pneumothorax by  FORLANINI'S 
method was done by JACQUELIN in eight cases 
of suppuration of the lung and the patients all 
recovered. He concludes that artificial pneumo- 
thorax is a most valuable and safe method of 
treatment in such conditions and possesses an 
additional advantage of being painless. ‘here 
is no chance of shock. Induced early, while 
the pleura is still free from adhesions, it is 
absolutely a simple job. Possibility of laceration 
of the pleura is minimum if correctly induced 
and under negative pressure. In _ superficial, 
sub-pleural gangrenous cavities induction of 
pneumothorax is contra-indicated but in juxta- 
hilar or central deep cavities the results obtained 


S. K. 8. 
Herpes Facialis. 
NETTER. 


Bull. et. Mem. de la Soe. Med. des Hopitaux de 
Paris, May 25, 1931. 


The author studied the observations of an 
army medical officer with regard to an 
outbreak of facial herpes following T. A. B. 
vaccination of 320 recruits. After the vaccina- 
tion an eruption of herpes appeared around 
the mouth and nose or on the cheeks or 
ears in 22 per cent of the cases. Facial 
herpes after antityphoid vaccination has _ been 
known to ophthalmologists for a long time. 
The point of interest lies in the fact that the 
percentage of cases thus affected is unusually 
high. Another feature of contrast is that facial 
herpes is rare in the course of typhoid fever. 
The author observes that any vaccine, whether 
T.A.B., colon bacillus, gonococcus on meningococ- 
cus vaccine, acts as a provocative agent and the 
escape of the ultravirus of herpes which exists 
as a saprophyte in some normal individuals is 
made possible and that the change of the virus 
from a saprophytic to a pathogenic state is 
due to vaccination. NETTER thus -corroborates 
the statement of the army officer. S. K. 8. 





